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Introduction to the Portfolio
This Portfolio comprises work submitted throughout the course in partial 
fulfilment of the requirements for the Practitioner Doctorate (Psych. D) in 
Psychotherapeutic and Counselling Psychology. It contains three 
dossiers: Academic, Therapeutic Practice and Research.
The Academic Dossier includes three papers and one report covering 
three different areas of the course: Advanced Theory and Therapy, Year 3 
Options and Issues in Counselling Psychology.
The Therapeutic Practice Dossier contains a description of the three 
clinical placements, a list of other professional activities and a final 
clinical paper on the integration of theory, practice and research.
The Research Dossier comprises three research papers: a literature review 
and two empirical studies.
In respect to my clients and research participants, every effort has been 
made to ensure confidentiality. Pseudonyms have been used throughout 
and where possible, identifying information changed.
ACADEMIC DOSSIER
Introduction
The Academic Dossier consists of three papers and one report from three 
different areas of the course: ‘Advanced Theory and Therapy’, ‘Year 3 
Options’ and ‘Issues in Counselling Psychology’.
The papers in Advanced Theory and Therapy are as follows:
Critically discuss one psychoanalytic model o f human development. 
*Heinz Kohut and the psychology o f self.
In cognitive therapy, therapeutic change is not dependent upon the 
therapeutic system o f delivery but on the active components which 
directly challenge the client's faulty appraisals. Discuss.
The paper from the Year 3 Options is as follows:
By using one o f the psychological models covered in this course, discuss 
how it can assist efforts to work integratively. ‘The Existential- 
Phenomenological Paradigm ’.
The report covering Issues in Counselling Psychology discusses: 
Professional judgement versus tighter ethical guidelines?
r u m r  A T  T V mSCTJSS ONE PSYCHOANALYTIC MODEL OF 
THTM AN DEVFJ .OPMENT. HEINZ KOHUT AND THE 
PSYCHOLOGY OF SELF’.
Defining a psychoanalytic model of development is in itself problematic.
How far do theorists have to go in moving away firom the original 
psychoanalytic template as laid out by Freud, before establishing their own 
unique model of development? Heinz Kohut’s psychology of the self, 
developed over several years, is firmly grounded in psychoanalytic terms 
and within a psychoanalytic context. However, he has fimdamental 
disagreements with Freud, which emerged most clearly in The Restoration of 
the Self{\911) about the ability of Freud’s theory to tackle the ‘wholeness’ 
of a person. Kohut suggests that Freud’s (1923) explanation that ‘drive 
fixation’ (an arrest in the psychosexual development at an early age due to 
neurosis) is responsible for the infantilisation of the ego, is too lumting and 
only takes into consideration a small proportion of an individual’s 
personality. He clearly beheves that the relationship between the self and its 
selfobjects (e.g. the child’s caretakers) is the primary factor in the child’s 
development and not unconscious libidinal (sexual and aggressive) drives as 
Freud suggests.
For the purpose of this essay, however, we will accept that Kohut’s 
psychology of the self is a psychoanalytic model of development because it 
accepts the fimdamental concepts of the unconscious, pre-conscious and 
conscious mind and is bound to the drive-defense model and its language, 
which so clearly characterises classical psychoanalysis. This essay will
therefore critically evaluate Kohut’s psychoanalytic model of human 
development, The Psychology o f the Self giving an example from the 
author’s clinical practice to illustrate the critique.
Heinz Kohut (1913-1981) trained in psychoanalysis at the Chicago Institute 
for Psychoanalysis during the I940’s. There he received training in classical 
Freudian theory, which was to be the foundation of his own model of 
psychoanalysis. Classical Psychoanalysis was the prevailing psychoanalytic 
theory in the United States at the time and it is within this context that we 
can understand why Kohut introduced his developmental model as an 
extension of Freud’s ideas, rather than displacing them.
In his early work, Kohut (1951) introduces one of his major departures from 
Freudian theory. He suggests that ‘narcissism’ is the ego’s restitutive 
attempt at getting reassurance from an external source, (for example the 
child’s need for approval, which is sought from the parents), instead of an 
aggressive instinctual drive which is seeking gratification and needs to be 
restrained and re-presented in a more civilised way. He later develops this 
idea (Kohut, 1966,1968) by suggesting that narcissism has it’s own 
developmental path, which needs to be reordered and incorporated into the 
personality, rather than being pathological as Freud has suggested. So 
instead of ‘object love’ (the love for other people and their personal 
qualities) being the end point, in what Freud has described as the necessary 
maturation of narcissism (Siegel, 1996, pp.59-60), it becomes incorporated 
into the self.
Kohut (1966) infers that Freud’s belief that narcissism is pathological if it 
does not fully mature has led to the contemporary and rather negative 
understanding of narcissism, reflected in one dictionary definition as, “a 
morbid self-love, self-admiration,” (Onions, 1984). Kohut has a much more 
positive outlook believing that narcissism is developmental and can be 
reordered and integrated into the personality if it meets the right kind of 
empathy in the external world, which leads to its modification. However, it 
seems that defining narcissism can, in itself, be complex (see Jacoby, 1990; 
Garvey, 1998) and although it would be too lengthy and not within the remit 
of this essay to discuss this in detail, it should be acknowledged that Kohut 
has given narcissism his own definition, that of a ‘healthy’ and necessary 
investment in the development of the self. If this definition is not accepted 
then this might lead to a serious criticism of Kohut’s hypothesis.
The second development and departure from classical analysis is Kohut’s 
(1959,198I) use of empathy to investigate early mental states. Kohut sees 
empathy as the way we can investigate another’s inner world. Kohut 
suggests that we cannot use other methods of observation because they only 
deal with the physical world and are therefore not appropriate. It seems that 
Kohut is arguing that psychology is separate from sociology and biology 
(which he says use physical and sensual observations of the external world), 
unlike Freud, who describes the psyche in biological terms e.g. ‘instinctual 
drives’. Kohut, not wanting to depart too much from the classical 
psychoanalytic view, does not dismiss the classical psychoanalytic use of 
free association to collect data, but merely suggests that it is a 
psychoanalytic tool which facilitates the emergence of internal information.
which is then analysed using empathy and introspection (Siegel, 1996, p.49). 
Kohut suggests that the use of empathy, within the therapeutic context, 
provides us with a means of revealing early narcissistic states, which he 
claims is a more primitive mental organization than Freud’s investigation of 
the psychoneuroses.
Clinically, the use of empathy has had a huge impact in the field of 
psychoanalytic practice. It has merged together the humanistic belief that 
change occurs as a result of the healing power of a positive and genuine 
‘real’ relationship between therapist and client, together with the 
psychoanalytic approach to introspection and the reactivation of early 
neurotic or narcissistic traumas (Kahn, 1997). It has also been one of the 
greatest areas of criticism in Kohut’s work. Those who believe in the 
classical psychoanalytic approach have warned against becoming too 
friendly and empathie with the client. They suggest that in mirroring the 
client’s narcissistic traumas, therapists are merely prolonging the client’s 
problems by gratifying their needs. Kohut (1981) felt that his position was 
misunderstood and that his wish to empathise with the client did not mean 
that he felt that love and kindness cures all. Kohut emphasizes that empathy 
is a necessary requisite by which the therapist immerses himself/herself in 
the patient’s experiences. By doing this, the therapist is able to understand 
how the patient became narcissistically traumatized and shows the patient 
that it is not surprising, given their experiences that they feel the way they 
do. Kohut feels that this is merely the beginning position from which the 
therapist works and indeed the only way to gather information about the
person’s inner world. Subsequently, interpretation is needed to provide the 
action for change.
Kohut’s development of Freud’s theoretical model, therefore, proposes that 
empathy is the method for discovering the early narcissistic mental states. 
Freud stressed the centrality of the Oedipal configuration (sexual and 
aggressive instincts expressed through a childhood wish for an incestuous 
relationship with the opposite sex and murderous wishes about the same sex 
parent) and Kohut develops this by suggesting that the narcissistic 
configuration is an equally important central structure of the psyche.
Kohut describes the archaic narcissistic configurations as early unconscious 
attempts to preserve an original sense of perfection. These manifest 
themselves through two different structures. Firstly, the grandiose self is the 
child’s fantasy of a perfect self and the experience of being recognized as 
wonderful and perfect. The child displays exhibitionistic wishes by 
demanding of its caretakers to look with pleasure at him/her and show belief 
and understanding that the child is wonderful. Secondly, the idealized 
parental imago is a structure, which has an unconscious wish to merge with 
the perfect other and regulate tensions. For example the child needs to 
believe that the parent is all- powerful and can relieve and soothe the child’s 
anxieties when things go wrong or are frightening, until the child is old 
enough to internalize the parent’s behaviour and to self-soothe.
Later, Kohut (1977) developed these two narcissistic configurations by 
introducing the notion of a bipolar self{d, super ordinate configuration)
containing two poles, one of ambitions and the other of ideals, which provide 
a tension between the need to push for our ambitions and the need to be led 
by our ideals. The area between these two poles represents our skills and 
talents. Kohut proposes that the balance between these two constituents is 
necessary for a sense of continuity of self. However, he believed that if our 
needs were not met at one end of the spectrum, e.g. our ideals were not 
internalized because we experienced a traumatic loss of the idealized 
parental imago, then if the other parent/caretaker was able to provide us with 
the necessary mirroring, the child would still have a chance of achieving a 
healthy self.
Although the bipolar self provides a useful metaphor for the way in which 
we try to balance our healthy narcissism, it seems that over time it has 
become reified and is talked about as a concrete fact. Siegel (1996) suggests 
that Kohut was anxious not to talk in concrete terms, reluctant to define the 
self, which he thought to be a dynamic concept that represented a multitude 
of different internal worlds. It seems that in defining the bipolar self he 
moved away from a flexible concept to something more concrete and this 
has resulted in it being largely abandoned by other self-psychologists 
(Siegel, 1996).
It is clear, however, that in emphasizing the narcissistic configuration and 
the bipolar self, Kohut is firmly focussed on the centrality of the 
development of the self. In addition, we can see that the parents/caretakers 
perform an important psychological function in the modification of 
narcissism. The functions that they perform for a child are taken for
granted until they fail, so they are not seen as being separate but as part of 
the child. Because the parents/caretakers are seen as objects that are not 
separate from the child, Kohut defines them separately from true objects, 
which are psychologically separate and distinct from the self, and refers to 
them as self-objects (later selfobjects without the hyphen to accentuate the 
fact that they are not separate: Kohut & Wolf, 1978).
Kohut (1966) believes that the narcissistic configuration is the ability to love 
oneself but in a modified and mature way. (We have seen earlier how this 
departs from Freud’s theory, which suggests that to love one’s self is 
pathological and that maturity is only achieved when we reach the stage of 
‘object love’.) Kohut believes that loving oneself, which he expresses as 
having self-esteem and self-regard is as important as being able to love 
another. He suggests that we can achieve narcissistic modification by 
internalizing our caretaker’s regard for us and their power and ideals, which 
leads to our own self esteem, achievements, ambition, the ability to have 
internal leadership and ideals, and to soothe and settle ourselves.
However, there are problems for modification and mtemalization. If the 
child experiences narcissistic trauma, then the grandiose self does not 
modify and merge into the ego. The ego becomes deprived of self-esteem 
and remains unaltered, striving for original archaic aims. Equally when the 
idealized parental imago is traumatised and the idealization is not 
internalized, this leads to it remaining an archaic self-object and the child 
experiences diminished ideals.
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The process, by which the child develops its psychic structures, Kohut refers 
to as transmuting internalization. Similar to Freud’s (1917) mourning 
process, it occurs when the child’s psychic structures are gradually 
developed as they internalize those functions necessary for a healthy self.
The child slowly realizes a loss. He/she realizes that the parent is not 
omnipotent and perfect. This non-traumatic failure by the parents to fulfil 
their selfobject function (optimalfrustration) results in the child gradually 
beginnmg to feel safe enough to cope without the parent’s constant 
reassurance, resulting in mtemalization of the self-object’s functions.
Narcissistic disorders occur when the chüd experiences narcissistic trauma. 
Instead of a gradual mtemalization and separation from its self-objects (the 
parents), the child traumatically experiences separation and loss of its 
idealized self-object (parent), or lack of empathie understanding and 
admiration and mtemalization does not occur. This leads to the child’s ego 
being deprived of self-esteem, remaining unaltered and striving for its 
original archaic aims (exhibitionism, low self-esteem and a lack of 
ambition), with diminished ideals and a need to constantly seek approval 
from other idealized figures. Kohut (1977) breaks with tradition again, when 
he describes the child’s rage at not having his narcissistic needs met, as a 
fragmentation of the self, rather than expressions of drives, as understood 
within classical psychoanalysis. The lack of admiration results in sexualized 
exhibitionism and the loss of the idealized selfobject results in sexualized 
voyeurism.
11
In criticism, it seems unlikely that children only internalize through the 
process of transmuting internalization (i.e. a gradual process of loss). It may 
be that internalization occurs when the child experiences a sudden rush of 
emotion. For example, if the child is involved in a serious car accident, it 
may suddenly internalize fear about its safety in the world directly related to 
the incident. It seems likely, therefore, that there are other structural 
processes (Siegel, 1996). In fact Kohut himself (Kohut & Seitz, 1963), 
originally suggested that internalization could occur through passage 
through the object, (the child’s experience of the parents’ limitations) but 
later he drops this explanation in favour of transmuting internalization.
Another of the criticisms of Kohut’s work is the complexity of his writing 
(Siegel, 1996). He seems to use convoluted language and difficult terms to 
explain his model. It would seem useful therefore, to demonstrate the 
application of his theoretical model by using a clinical example.
James is a twenty year old male student who came to therapy initially 
because he was experiencing stress with his studies, lacked confidence and 
could not get on with his male supervisor. Over the first eight sessions, 
during which time I saw him for fifty minutes once a week, James told me 
that his parents had divorced when he was eight and his father had left the 
family home. From then on he saw his father rarely, although he remembers 
wanting to see him desperately. He had an older brother who suffered fi*om 
Asperger’s Syndrome and his mother often took her frustration and anger out 
on James, when she had difficulty dealing with his brother. James became 
very close to his mother after his father left, but was shocked to discover
12
accidentally another man in his mother’s bed about a year later. James then 
went to boarding school for six years. James grew to like the man his 
mother was having a relationship with and when James’ was sixteen his 
mother married this man. Six months later James’ stepfather was killed in a 
car crash.
It would seem that when James’ father left home this resulted in a disruption 
in the transmuting internalization of the idealized parental imago, brought on 
by the de-idealization of his father. Although James had internalized his 
father’s values his superego was not fully mature and James suffered from 
low self-esteem and self-belief. The trauma deepened because it seems that 
during his pre-oedipal years his mother was not able to provide the necessary 
responses to James’ grandiose self and exhibitionist wishes, because she 
vented her anger onto him and latterly because she supplanted his affection 
with another man’s. James’ tried to build another idealized parental imago 
in the form of his stepfather but this too was shattered when his stepfather 
was killed.
How then, are narcissistic disorders, such as James’, treated in the 
therapeutic context? Kohut suggests that the analyst is striving to revive 
either one or both of the early aspects of psychic development, e.g. the 
grandiose self or the idealized parental imago, within the transference using 
empathy. However, Freud’s original definition of the transference as an 
intrusion of unconscious into the preconscious, suggests that the transference 
occurs within the psyche and not between the patient and the therapist.
Kohut (1968) argues that Freud’s later definition of the transference which
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suggests that the manifestation of unconscious childhood emotions are 
projected onto to the analyst, is not the same as his original definition and 
therefore should be recognized as being quite different. Kohut calls this later 
definition clinical transference and uses this difference to conceptualize the 
transference lihe experiences, which occur when narcissistic traumas are 
reactivated between the therapist and patient.
Kohut describes two major types of transference the idealizing transference 
and the mirroring transference. The idealizing transference is as a result of a 
child’s traumatic loss of the idealized parent. Transmuting internalization 
does not occur gradually and the child is left dependent on transference 
relationships with self-objects e.g. people on whom to transfer the idealizing 
parental imago. In the case history presented to you of James, we can see 
how he had tried to transfer the idealizing parental imago to his stepfather 
and subsequently onto his supervisor, whom he later told me he admired and 
respected, even though he found him difficult to deal with. The second type 
of transference is called the mirroring transference. This is when the child’s 
grandiose self, with its exhibitionist features and need to be enjoyed and 
admired by the parents has not been met with acceptance and empathy. The 
child’s beleaguered ego struggles to find another who will meet its needs by 
being similar, or by showing pleasure and acceptance of him/her. Although 
Kohut addressed the counter transference and the difficulties the therapist 
might experience dealing with the different types of transference, he did not 
consider the possible effects of the unmet needs of the grandiose self within 
the therapist. This aspect of the counter transference was not part of the 
original Freudian definition and might be why Kohut did not give it much
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attention, although currently it is considered an important aspect of many 
psychotherapists’ work.
Kohut suggests that different types of disturbances occur at different points 
during development resulting in the adult displaying different narcissistic 
archaic attachments. The brunt of James’ narcissistic trauma had occurred in 
the latency stage and so he searched for external idealizable objects, such as 
his supervisor and with the therapist. He also wanted to receive confirming 
statements and recognition firom the therapist because of his unmet 
exhibitionist needs.
The therapist’s aim to reactivate the narcissistic trauma through the 
idealizing or mirroring transference, allows gradual withdrawal of the 
narcissistic bond that forms between the patient and therapist. The breaking 
of this bond causes narcissistic disturbance and the therapist needs to adjust 
levels of empathy accordingly. In the case history with James, he often 
discussed his concern about taking up too much time in therapy and that he 
felt self-indulgent about talking about himself. The end of the session, or 
breaks in therapy often prompted his low self-esteem and feelings of 
unworthiness. In discussing this with James, we were able to begin to 
unravel the archaic structures, which were attached to this narcissistic 
disturbance. Gradually through the induced disturbance at the end of 
sessions and its recognition, James began to build up psychic structures 
through the process of transmuting mtemalization.
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Kohut’s psychology of the self clearly introduces a major new emphasis on 
the importance of the development of the self for healthy psychological 
well-being. However, there are further criticisms of his theory. For 
example, Kohut’s strength is his use of empathy and introspection as 
essential in collecting data from his patients. We have already discussed the 
clinical objections to the use of empathy. However in addition, by 
suggesting that this is the only means of collecting information, he precludes 
other methods from other fields. All therapies can benefit from having a 
more open approach to new developments. For example, Siegel (1996) 
draws attention to the difficulty of monitoring an infant’s early mental stages 
through empathy or introspection and the availability of other forms of 
observations in the field of infant research.
Finally, on a meta-level other theoretical models of psychoanalysis and 
theoretical approaches would criticise Kohut’s acceptance of psychoanalytic 
concepts. For example, an existentialist approach (Yalom, 1980) suggests 
that it is difficult to accept that the unconscious mind is divided up into 
different levels and argues that unconscious thoughts are merely thoughts not 
activated at that particular moment. Equally, communicative psychoanalysts 
would argue that the notion of transference is neither concrete nor easily 
falsifiable, although undeniably a rich source of understanding about what 
might be happening between the therapist and client (Smith, 1991). The 
differing arguments between schools of psychotherapy are enormous and 
cannot be done justice to here. Nevertheless, Kohut provided an important 
contribution to the field of psychoanalysis, in particular his emphasis on the 
importance of the development of the self, and his use of empathy as a
16
method of gathering data and a therapeutic method for establishing an 
uncritical empathie working relationship between the patient and therapist.
17
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IN COGNITIVE THERAPY. THERAPEUTIC CHANGE IS NOT 
DEPENDENT ON THE THERAPEUTIC SYSTEM OF DELIVERY 
BUT ON THE ACTIVE COMPONENTS WHICH DIRECTLY 
CHALLENGE THE CLIENT’S FAULTY APPRAISALS.
DISCUSS.
Previously, traditional cognitive therapy viewed the therapeutic 
relationship i.e. the therapeutic system of delivery, as merely the conduit 
for technical interventions. The relationship between therapist and client 
acted as a ‘launching pad’ and facilitated collaboration within which the 
active components could be implemented to effect change. More recently 
there has been a move towards interpersonal based frameworks for 
therapy and an integration of cognitive therapy with other theoretical 
approaches, which has resulted in an interest in the therapeutic 
relationship itself as an active component. Using an example from the 
author’s clinical practice, this essay looks at both the traditional and more 
recent arguments about the use of the therapeutic relationship in effecting 
modification of a client’s faulty appraisals and the extent to which the 
system of delivery, therefore becomes an active component for change.
In addition, it draws attention to the difficulties of integrating theoretical 
approaches and considers this in the light of change within cognitive 
therapy.
The traditional approach to cognitive therapy is based on the rationalist 
epistemological position that an individual’s thoughts and opinions 
should correspond directly to external reality (Mahoney, 1988). This 
approach suggests that a client’s ‘faulty appraisals’ are triggered by a 
cycle of negative automatic thoughts (NATS), emotions and behaviours.
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which have negative underlying cognitive structures, called schemata or 
core beliefs. For example a recent client, Katy explained:
The thing about toads and frogs is that they seem to be out to get 
me. They wait for me and jump out at me unexpectedly. I have 
tried standing my ground but they just seem to sit there challenging 
me and it makes me feel disgusted looking at them, they are so 
repulsive. When they don’t go I start to physically shake and 
scream and I have to run away. Now this happens almost 
immediately and I am afraid to go out of the house.
The cycle of thoughts emotions and behaviour with this client are as 
follows: Katy originally experienced a physical sensation of shaking and 
feeling sick through disgust. This led to the negative automatic thought 
that frogs and toads were out to get her and constantly challenge her, 
which then resulted in the behaviour ‘running away’. Over time these 
experiences became worse and she began to experience the physical 
symptoms followed almost immediately by the behaviour, with the 
thoughts only occurring after she had removed herself from the situation. 
Katy’s core belief was that ‘if challenged, then I will lose control’. She 
made assumptions that if she stood her ground, then the toads/frogs 
should back off and when this failed she began to feel anxious and 
depressed.
In Katy’s case, a traditional approach to cognitive behavioural therapy 
would be based on systematic desensitization (Butler, 1989). The active 
components of treatment require clients to repeatedly make contact with 
those things that they fear, until the fear subsides. Following exposure.
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attention would also be given to cognition. Using a process of ‘guided 
discovery’ (the collaboration of therapist and client using a Socratic 
method of systematic questions and inductive reasoning: Overholser, 
1993a, 1993b) the client would be encouraged to find out for herself the 
cognitions that were specifically maintaining the phobia. For example, 
modifying Katy’s assumptions that toads/frogs should back off if she 
stands her ground and modifying the thoughts that frogs/toads are ‘out to 
get me’. Change should occur when a re-modification of behaviour has 
been made and Katy’s assumptions and beliefs about frogs and toads have 
been ‘disconfirmed’.
The focus then, has been on working at the symptom level, rather than at 
the underlying level with an emphasis on three core elements. Firstly, 
there is an emphasis on a collaborative therapeutic relationship. By 
collaborative. Beck et al. (1979) meant the ability to show warmth and be 
empathie and genuine Avithin the relationship, in order that a sufficient 
level of trust could be built to facilitate collaboration. These ideas were 
based on the core elements of Rogerian therapy but rather than being the 
means by which the client learnt to reframe her faulty appraisals, it 
merely provided the foundations for the technical interventions, which 
challenges maladaptive cognition. Secondly, a guiding principle of 
traditional cognitive therapy is that it is a scientific and empirical form of 
therapy, which uses measures throughout the course of therapy to assess 
outcomes. Clear assessment and the use of standardized tests and practice 
to provide a clear focus and direction for therapy is essential in 
monitoring progress and feedback from clients is a necessary part of the 
collaborative process. Finally, cognitive therapy is a ‘parsimonious’ form 
of therapy (Wills & Sanders, 1997). As outlined in the case history
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above, it works specifically by dealing with the symptoms i.e. the 
behaviour and its physical reaction in the first instance, only moving on to 
the underlying level if necessary. Within the traditional model, therefore, 
the system of delivery is a collaborative process achieved through agenda 
setting (focussing together on the aims and goals of therapy), by being 
explicit about the process of therapy and using technical interventions 
such as ‘homework’ tasks to continue work outside of the sessions. 
Although this collaborative process is essential if the active components 
for change, i.e. subjecting cognitions to logical analysis and behavioural 
techniques are effective (Beck et al., 1979); it is not responsible for 
change alone.
So how has the cognitive model been developed? ‘Thinking’ about the 
cognitive model has broadened in three specific areas. There has been a 
move towards an integration of the interpersonal perspective and 
cognitive interpersonal styles, an integration of the importance of 
physiology and an interest in meta-cognition e.g. how individuals think 
about their own thinking. This newer model is based on a constructivist 
epistemological position that differs from rationalism in that it 
concentrates more closely on creating an active construction of the 
client’s knowing structures or schema (Blackburn & Twaddle, 1996).
The clinician’s experience therefore is not merely a ‘transparent reflection 
of the client but a cognitive construction’ (Polkinghome, 1992, p. 160); 
and is also dependent on the beliefs and assumptions that the clinician 
brings to therapy. Therefore, there is greater attention to the client’s 
developmental history and using a ‘top-down’ approach to therapy, looks 
more closely at the deeper core beliefs.
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The interpersonal perspective originates from attachment theory. John 
Bowlby wrote about the concept of relatedness in humans, as being a 
biological drive, which made humans seek out relationships with others 
(see Bowlby, 1979,1988). From this Safran and Segal (1990) have 
written about the relevance of attachment schemata to our cognitive- 
interpersonal styles. They acknowledge that many of our core beliefs and 
assumptions are tied into our existing interpersonal styles. Therefore, the 
system of delivery becomes centre stage with the relationship itself acting 
as an active component in change. This attention by the therapist to 
emotion, thoughts and behaviour in the here and now has resulted in a 
less mechanistic and clinical implementation of the system of delivery 
(Wills & Sanders, 1997). For example when I met Katy I noted:
Katy seemed on edge and when asked to explain further what she 
meant when she said that ‘frogs and toads are out to get me’ she 
became defensive and merely repeated back the same statement but 
with irritation in her voice.
Later on in therapy, when we talked at a deeper level about her core 
beliefs/schema, I began to understand her reaction. My question 
had seemed like a challenge. This activated her belief that if 
challenged she would lose control and be unable to cope. She 
believed she was useless. Consequently, this affected her 
interpersonal style with me and she became defensive and ‘stood 
her ground’.
A traditional approach to cognitive therapy would not have attended to 
the meaning of Katy’s behaviour in relation to her underlying schemata
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about how she thinks and feels about others in her world. However, 
through a process of guided discovery Katy was able to understand the 
meaning she attached to her emotions in our relationship and abstract 
them to her beliefs surrounding her relationships generally.
It seemed, therefore, that Katy’s response to me was an illustration of the 
way in which similar patterns of relationships outside of therapy are 
transferred onto the therapeutic relationship (in psychoanalytic schools 
this is referred to as the transference: Lemma-Wright, 1995). Using the 
traditional approach, Katy’s phobia may have been modified but 
inattention to her underlying schemata about relationships might have 
resulted in a similar behaviour occurring in another context. This would 
suggest that the system of delivery together with the traditionally 
recognised active components, may not be sufficient to effect change at a 
deeper level. It is the meaning and emotion attached to these thoughts 
and behaviours through the repetition of its dysfunctional pattern in the 
therapeutic relationship, which divides interpersonal models from the 
traditional approach.
Another model which originates from a constructivist standpoint is 
Guidano’s systems/process-orientated model of change, which suggests 
that emotion and cognition are difficult to distinguish and that the 
emotional changes that occur during therapy are indicative of the 
changing structures (Guidano, 1987,1991; Guidano & Liotti, 1983). 
Therefore, the therapeutic relationship itself does not remain constant 
throughout the process of therapy, but is in a continual state of flux, 
which can be actively used (Safran & Segal, 1990). In this way, 
transference and countertransference (i.e. the personal feelings felt
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towards the client by the therapist as a result of his/her own e)q)erience 
but also those feelings that are engendered in the therapist by the client) 
can and should be used as valuable tools in understanding as well as 
therapeutic progress.
As we saw with Katy, what goes on in the therapeutic relationship 
between the therapist and client is also likely to be representative of the 
client’s inner core beliefs and schema. Katy’s behaviour was an 
example of schema-maintenance (Young, 1994). We can see from Katy’s 
case study how recognition of the transference helped the therapist have 
an insight into the client’s private world and helped to explain and 
understand her particular difficulties. Challenging these faulty appraisals 
by disconfirming the client’s assumptions can lead to therapeutic progress 
through schema modification, however this will only take effect if the 
client is willing to accept and integrate the ‘disconfirmation’ (Wills & 
Sanders, 1997). However, such challenges are often inappropriate if they 
are made too early on in therapy. The client and therapist need to have 
reached a sufficient level of trust and collaboration before being able to 
move to a position where the deeper structures of knowledge can be 
conceptualised, before engaging in intervention within the relationship. 
Therefore, it seems that the collaborative system of delivery is still an 
essential concept in cognitive therapy, if  the use of the therapeutic 
relationship in the newer models is to be used for schema modification.
Additionally, the therapist can equally work with the countertransference, 
giving consideration to his/her own feelings, actions and schemata, which 
have been activated by the client. For example:
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During one particular session in therapy Katy seemed upset and 
explained that a couple of the women at work had said that she was 
‘stuck up’. She found this incredulous because her impression of 
the people she worked with was that they were pompous and 
thought they were very clever. This had resulted in her feeling 
irritated by them and keeping herself to herself. I noticed that Katy 
often disagreed with what I [the therapist] said and had difficulty in 
collaborating with me over the homework tasks set. I often felt 
undermined and useless.
It seems that my own countertransferential feelings about ‘not 
getting it right’ and therefore feeling useless and not in control of 
the therapy were being engendered by Katy’s own negative 
assumptions about others and her core belief that if challenged she 
would lose control. Her account of her work relationships 
demonstrated the continuing maintenance of her insecure schema 
through her assumption that everyone thought they were clever, 
resulting in her isolating herself in order to prevent herself from 
feeling useless. This in turn gave others at work the impression 
that she thought that they were not ‘good enough’, thus completing 
the circle. Without this understanding, 1 found myself working 
harder to be a good therapist and to get it right for Katy.
Attention to the countertransference enabled me to identify what 
had activated my ‘not good enough’ schemata. 1 stopped trying so 
hard to ‘sell the model’ and began to challenge Katy’s resistance to
change.
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Within a more traditional approach to cognitive therapy, the resistance in 
this case might have been seen as a possible contra-indication to the 
suitability of this client for cognitive therapy. Alternatively it might have 
been suggested that the therapist had conceptualised the problem 
incorrectly and was misapplying the technical interventions, or the client 
and therapist were merely mismatched. Within this framework, change at 
this point would be unlikely to occur. However, use of the 
countertransference allowed the author to recognize the underlying 
mffrhanisms that drove Katy’s behaviour within sessions and helped to re- 
conceptualize Katy’s problems. This re-conceptualisation highlights the 
importance of collaboration and providing feedback. Interpretations 
about the relationship could be particularly challenging for the client and 
it is important to clarify, using guided discovery, the client’s thoughts and 
feelings in response to such interventions. However, this approach 
requires a good deal of awareness by the therapist of their own rules, 
assumptions, beliefs and schemata that might affect their responses to 
particular situations or relationships, if  they are to successfully work with 
the therapeutic relationship to produce change (Wills & Sanders, 1997).
This way of working has been found to be particularly effective in 
facilitating the use of cognitive therapy in areas, where previously it was 
considered unsuccessful. In particular, working with clients with 
personality disorders has been difficult because of the problems of 
engaging clients in therapy. Clients with personality disorders often have 
underlying schemas, which reveal a very insecure sense of self. Their 
automatic thmigbts vacillate between their need to get close to people and 
be liked; and feeling extremely vulnerable and critical of that same 
relationship. This often creates a ‘push-pull’ effect in therapy creating a
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need to work with the interpersonal schemas that are constantly re­
enacted in the therapeutic relationship (Layden et al., 1993) by 
acknowledging them and trying to solve them in a collaborative way 
(Wills & Sanders, 1997).
It seems, therefore, that change can occur through challenging and 
disconfinning the assumptions and beliefs held by the client about the 
therapeutic relationship, which in turn modifies the underlying faulty 
appraisals the client holds about their other interpersonal relationships. 
The system of delivery, therefore, is now not only a collaborative process 
but also acts as an active component. However, there are criticisms of 
this approach. We saw earlier how attention to underlying deeper levels 
of cognition and schema are necessary, if the emotions and feelings 
engendered within the therapeutic relationship are to be used as a testing 
ground for challenging beliefs. However, one of the advantages of the 
traditional approach to cognitive therapy is that it is specifically short 
term and extremely focussed. This has differentiated it from many other 
theoretical models of therapy. Research has also suggested that it has 
been the formal structure of cognitive therapy, which has led to 
effectiveness in outcomes (Beck et al., 1994). Attention to the underlying 
structures of thought necessarily requires a lengthier and sometimes less 
focussed approach to therapy. However, it seems that ignoring key 
emotional experiences could be limiting.
In addition, traditional cognitive therapy has particularly concerned itself 
with those thoughts that are conscious. Use of the transference requires 
significant attention being made to the unconscious or deeper level 
structures of cognition. Therefore, a move away from the client’s
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conscious perceptions might damage the therapeutic relationship if the 
client feels that the therapist is disrespectful of his/her account (Wills & 
Sanders, 1997). Although the traditional methods of empirical 
measurement are not relevant to the fundamental underpinnings of the 
psychodynamic approach, it has had a sufficiently long history and 
ongoing popularity to suggest that its attention to the relationship cannot 
be wholly ineffective.
It seems therefore, that there is a general move towards an integration of 
the humanistic principles of empathy and genuineness; the 
psychodynamic observation of the client’s and therapist’s constructions of 
relationships; and the cognitive/behavioural pattern of behaviour. 
However, this in itself might compromise the effectiveness of the therapy. 
Each theory has its own particular philosophy of the person and what the 
person might achieve through therapy. These different views of the 
person as a creator (humanistic/existential position), reactor 
(psychoanalysis) and learner (behaviourism) (Clarkson, 1996) and the 
different understanding of what change might be suggests that there may 
be a confusion in what therapy might mean for both therapist and client. 
Clarkson (1996) has also suggested that others argue that diluting the 
purest forms of therapy will lead to ineffective outcomes, an argument 
sustained by the rationalists. However, does integration really 
compromise the way in which change occurs? The use of the system of 
delivery as a vehicle for change within cognitive therapy does borrow its 
ideas from the humanistic perspective (attending to the emotional content) 
and the psychoanalytic perspective (transference and 
countertransference). However, it is the re-conceptualization of the 
client’s core beliefs and assumptions and the modification of those beliefs
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about the therapeutic relationship, which constitutes change. The main 
theoretical underpinnings of how change occurs, remains in tact.
In conclusion, it seems that the system of delivery has always been crucial 
to the successful application of those active components that directly 
challenge the client’s faulty appraisals. However, the newer cognitive 
models not only see the system of delivery as creating the right 
therapeutic setting within which to effect change, but importantly position 
the therapeutic relationship itself as crucial in reff aming deeper structural 
change. It seems therefore, that both the system of delivery and the active 
components are necessary if the client’s faulty appraisals are to be 
successfully challenged. The integration of techniques from other 
theoretical schools does affect certain aspects of the cognitive approach, 
e.g. its attendance to the client’s conscious perceptions of events and the 
focus of short-term work. However, it does not challenge the theoretical 
model of how change occurs and the view of the person as a Teamer’ 
remains.
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BY USING ONE OF THE PSYCHOLOGICAL MODELS 
rnVFRFT) TN THTS COURSE. DISCUSS HOW IT CAN ASSIST 
EFFORTS TO WORK INTEGRATIVELY. ‘THE EXISTENTIAL- 
PTTENOMENOLOGICAL PARADIGM’.
Introduction
It seems important to define what it might mean to work integratively. 
Integration has been defined as the coming together of something new 
and making it into a whole (Hollanders, 2000) i.e. a new integrative 
theory which blends together the theoretical ideas from the main 
traditions of psychology: psychoanalysis, humanistic and cognitive 
behaviourism. It has also been argued that integration could be the way in 
which an experienced counselling psychologist might work, synthesising 
the different theoretical models together in order to work in the best way 
for each individual client (Fear & Woolfe, 2000). However, for the 
purposes of this essay we are concerned with the way in which the 
existential-phenomenological model of therapy fuses together the 
previously dualistic split between subject and object in the other major 
traditions and how this might assist efforts to work integratively. Using 
examples from the author’s clinical practice, this essay will address the 
theoretical underpinnings from three of the major traditions and looks at 
the extent to which this has been understood within existential thinking 
and can assist practice.
The existential-phenomenological paradigm: The theoretical 
underpinnings
Phenomenology arose as a philosophical system when Husserl (1859- 
1938) exposed the ‘dualistic split’ between subject and object, which is
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still adhered to within the positivist paradigm and is the basis for study of 
the natural sciences (Spinelli, 1996). Phenomenology refutes that split and 
sees existence as a conscious subjective experience of ‘Being-in-the- 
world’. Existentialism itself is concerned with the idea that human 
beings existence can only be understood as a relational process of moving 
from being to non-being (Spinelli, 1996). This has implications for 
Counselling Psychology because it means that psychologists are involved 
in the co-construction of our own world and that of the client. It refutes 
the traditional scientific view that suggests that we as therapists can speak 
as experts about the true objective nature of reality. Although it supports 
Counselling Psychology’s move away from the more ‘medical model’ of 
practice it perhaps questions the humanistic underpinnings which purport 
that there is one natural motivational force in human beings to achieve 
their full potential i.e. to actualise (Rogers, 1959). The existential- 
phenomenological model therefore is concerned with the way in which 
individuals experience themselves and themselves in relation to others.
The meaning that they give to these experiences is constantly fluctuating 
as a result of their relationship and interaction with external givens and 
the individual’s perception of these givens. This co-constituted view of 
being in the world reflects the very individual and changing nature of 
what it might mean to exist and is reflective of the existential belief that 
there is no concrete reality out there, only our own changing and 
conscious perception of experience. It is the struggle to come to terms 
with this ‘plastic’ notion of existence, which generates anxiety and is 
termed ‘existential angst’ (Spinelli, 1996).
Existential anxiety has been described as the confrontation of life’s givens 
or ultimate concerns i.e. death, freedom, isolation and meaninglessness
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(Yalom, 1980). The main aim of therapy is to allow the client to fully 
explore the way in which they see life in order that they can discover 
what really matters to them by facing their anxieties and finding meaning, 
so achieving authenticity or ‘existential freedom’ (van Deurzen-Smith, 
1988). In clinical terms this means that psychopathologies are 
approached from the position that each individual client will experience 
and give different meanings to the symptoms or moods that they are 
reporting.
Anxiety and the basis of conflict
According to Yalom (1980), the fundamental difference between 
psychodynamic theory and existential theory is the basis for conflict.
Freud suggested that conflict is based on biologically driven instinctual 
forces, which collide with the internal and external environment.
Although neo-Freudians have developed the theory fiirther to incorporate 
the importance of the cultural and interpersonal environment, there is still 
a clear separation between the physiological, subjective, objective and 
social aspects of the behaviour of man (van Kaam, 1963). Existential 
therapy defines conflict as arising from the individual’s confrontation 
with the givens of existence. It does not separate subject, object and 
situational, preferring to understand human behaviour as a relational 
process, which integrates all aspects of human psychology (van Kaam, 
1963). Therefore, the existential therapist is thinking about quite different 
origins and explanations for anxiety and conflict. Or are they? One of 
the main tenets of being an existential therapist is bracketing one’s own 
experience and putting it to one side. The purpose of this is to find a way 
of ‘being with’ the client i.e. to understand what meaning each particular 
ejqierience has for them. Using a client as an example we can see how
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existential thinking can assist efforts to work integratively. A client 
described in therapy how her perfectionism was as a result of an over 
critical parent figure. A psychodynamic interpretation might explain this 
as an unresolved childhood conflict with the parent resulting in an 
internalized critical super ego. Equally, an existential-phenomenological 
explanation might have suggested that the client’s anxiety evolved from 
her experience of critical parenting leading to an intention to be perfect 
and that these expectations have proven unrealistic resulting in the client 
being inauthentic. It seems therefore that existential thinking can 
integrate the impact of past experiences onto present behaviour.
However, what is more important to the existential therapist, is what 
meaning this holds for the client in relation to themselves and their world 
in the here and now. An existential therapist would want to know what 
the client means when they talk about a critical parent figure. In this case 
exploration of the meaning the client attached to ‘critical parent’ revealed 
the opposite. The client was actually critical herself of the lack of 
direction provided by her parents, which had resulted in her 
overcompensating and pushing herself to reach goals, hence her 
perfectionist tendencies. In this case the integration of subject and object, 
i.e. herself and herself in relation to others, provided a fuller 
understanding of this client’s problem.
In cognitive behavioural therapy (CBT), anxiety is described as 
originating from underlying negative thou^ts and beliefs. These 
negative thoughts result in the individual experiencing anxiety in the form 
of unpleasant physical symptoms or low mood. In response to this, the 
individual engages in specific behaviours or actions designed to reduce 
those symptoms (Blackburn & Twaddle, 1996). The process is cyclical
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with the anxiety increasing and producing more extreme behaviour and 
emotions as the negative thoughts and automatic assumptions remain.
The aim of therapy is to modify the underlying beliefs, so altering the 
behaviour and reducing the anxiety/physical symptoms. There is a clear 
divide (as in the natural sciences) between the subject (the client’s 
conscious feelings, thoughts and behaviour) and the object (to reduce the 
symptoms and change thoughts to a more optimal way of thinking). 
Existential thinking recognizes the dynamic interaction between thoughts, 
emotions and behaviour but significantly differs to CBT in its approach, 
by seeking to acknowledge anxiety and encouraging clients to face it 
rather than attempting to reduce it (van-Deurzen-Smith, 1988). It 
dismisses the notion that ‘reducing anxiety’ is the ultimate goal for human 
experience. How then might this facilitate the therapeutic process? 
Literature suggests that obsessive-compulsive disorder cannot be ‘cured’ 
but that clients need to learn to manage their symptoms (Blackburn & 
Twaddle, 1996; de Silva & Rachman, 1998). Using CBT, a reduction of 
the symptoms might be a useful way for clients to manage this disorder. 
However, since the tendency to obsess remains, existential thinking might 
provide the therapist with a way of exploring how the client might live 
with this anxiety in a way that makes sense to them. It seems that the 
existential attempts to integrate subject and object might facilitate 
thinking in terms of this disorder and suggests that an existential- 
phenomenological approach provides a broader more integrated 
understanding of human behaviour.
The unconscious
It would seem that the concentration in existential thinking on the 
meaning of a client’s current conscious experiences, is in direct contrast
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to the psychodynamic focus on unconscious past experiences. However, 
the existential-phenomenological model of therapy does not deny that 
people respond and act on past experiences that are not currently in 
awareness, but instead of considering these acts and responses as 
unconscious it suggests that they are ‘non-reflective’ intentions (van- 
Deurzen-Smith, 1988). In other words, we act now on past experiences 
and memories, which are not currently active in our consciousness. So it 
seems that it might be possible to think existentially when working 
psychodynamically. For example, a client talked about how she suffered 
panic attacks whenever she went out into public places and how difficult 
she found it to travel away from home. Later in therapy she remembered 
being sick at school unexpectedly when she was a little girl and the 
anxiety that this had caused her and her mother. After that her mother had 
given her a little plastic bag to keep in her pocket in case she was sick 
again. Working psychodynamically with this client I interpreted the 
sudden recollection of this story as previously repressed unconscious 
neuroses or traumas, which had been reactivated in the transference (i.e. 
there had been a transferral of past feelings and emotions onto the 
therapeutic relationship, which had reactivated this repressed material). 
However, the client seemed unable to work through her anxiety and I 
began to think about the meaning this anxiety might have for the client 
now. Existentially, it could perhaps be understood as the client bringing 
into awareness her intention to be in charge of her life. Her shock at not 
being in charge as a child had provoked much anxiety resulting in her 
carrying around a plastic bag. The meaning this had for her now was that 
her expectations were that she would not be able to remain in charge, 
hence her panic attacks whenever she went anywhere away from home or 
entered public places. Existential thinking provided me with a new way
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of understanding the anxiety the client experienced and reflection on this 
by the client and me effected a change in the client’s expectations of 
herself. It seems, therefore, that existential thinking can sometimes be 
integrated into and assist, complement or perhaps replace psychodynamic 
work.
The therapeutic relationship
The existential-phenomenological paradigm argues that the therapeutic 
relationship is of central importance because it is through the relationship 
between therapist and client that the client’s problems and anxieties are 
brought forward (Spinelli, 1996). The existential therapist focuses on 
what such a relationship might mean in terms of themselves, the other and 
themselves in relation to the other (Spinelli, 1994). However, the ‘being 
with’ in relation to the client is not merely an empathie non-judgemental 
‘being with’ as in humanistic therapy but an enquiring, challenging way 
of thinking that helps the client to explore and conduct an investigation 
into their own way of living (van Deurzen-Smith, 1988). It moves away 
from the notion of a ‘real’ relationship and the therapist acting as 
‘themselves’ to an intersubjective position of a ‘self-in-relation’ to others 
(Spinelli, 1996). It requires a good deal of personal exploration by the 
therapist of their own existential issues, in order to put aside their own 
assumptions and experience of life when entering the experiential reality 
of the client. In addition, it extends the psychodynamic use of the 
transference and countertransference by suggesting that the attention to 
unconscious conflict is in itself a defence against engaging in a ‘being 
with’ relationship, which can often be existentially challenging for the 
therapist (Spinelli, 1996).
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More recently there seems to have heen an integration of phenomenology 
into CBT (Edwards, 1990). Through collaboration therapists’ can 
observe the particular verbal or non-verbal behaviours that affect how the 
therapist feels and feed it back to the client in order that they can consider 
the feelings and thoughts attached to those behaviours (Blackburn & 
Twaddle, 1996; Wills & Sanders, 1997). However, collaboration is often 
suspended when specific change is sought and homework activities are to 
be completed. This move away from ‘being’ vrith the client to ‘doing’ 
Qnmffthing alters the power differential in the therapeutic relationship and 
alters the fundamental aims of being collaborative or ‘remaining with’ or 
for the client (van Deurzen-Smith, 1988; Spinelli, 1989,1994). It seems, 
therefore, that existential thinking might be able to contribute a more 
integrated approach to the therapeutic relationship, hy acknowledging its 
centrality to change and fusing the concepts of subject and object through 
the exploration of the relationship between self, other and self and other.
Criticisms
Whilst existential-phenomenological thinking attempts to integrate the 
person as a whole in relation to others and provides a way of extending 
tViinking in therapy, it necessarily remains a separate therapy. Its 
philosophical origins determine its difference and separate its language 
from other theoretical models (Fear & Woolfe, 2000). Its ultimate aims 
of ‘heing with’ the client rather than ‘doing to’ (but not simply as a mirror 
for the clients feelings); and its focus on the conscious meaning of client’s 
problems in the here and now, make the starting and finishing point (if 
there is a finishing point in existential exploration) fundamentally 
different from the three main traditional models of therapy. These 
different aims often confound the therapist’s ability to work integratively.
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particularly if the therapist is wedded to a particular way of understanding 
human behaviour.
Conclusion
The existential-phenomenological model of therapy is an independent 
approach to practice but at the same time provides a way of extending 
thinVing and clarifying the underlying assumptions contained in other 
theoretical models. Although the different philosophical underpinnings of 
therapies separate them in terms of their main aims and assumptions, 
existential thinking provides a useful way of elaborating and assisting 
ways of working integratively.
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ISSUES IN COUNSELLING PSYCHOLOGY; PROFESSIONAL 
,IUDGEMENT VERSUS TIGHTER ETHICAL GUIDELINES?
One of the ongoing questions facing Counselling Psychologists is the extent 
to which we should have stricter, tighter ethical guidelines to guide us 
through the maze of confidentiality and disclosure; or whether, within the 
existing guidelines, we use our unique training as Counselling Psychologists 
and our commitment to each individual therapeutic relationship to make 
professional judgements about the relevance of disclosure. This report 
endeavours to consider the balance that Psychologists need to achieve 
between the two and uses an example firom the author’s own clinical practice 
to illustrate some aspects of the argument.
The British Law
At the British Confederation of Psychotherapists’ Conference in 1995, Julie 
Stone, a Barrister specialising in Health Care Law and Medical Law Ethics 
said that:
The main reason that the law of negligence cannot respond to cases 
relating to psychotherapy is that it is framed entirely with reference to 
the doctor/patient relationship. Thus, the law builds into its 
firamework a host of assumptions about the therapeutic relationship, 
which may be entirely inappropriate to the practice of psychotherapy.
(Julie Stone 1995)
47
Stone (1995) goes on to explain the way in which the therapeutic 
relationship is not about ‘doing something’ to a patient in the way that 
characterises much of orthodox medicine. The law requires us to prove that 
the conduct of the therapist was, “objectively reasonable,” (Stone 1995) and 
this can be extremely difficult in the context of therapies that are, 
“individualised and depend on a non-rational, intuitive response,” (Stone, 
1995). Therefore, Stone (1995) would seem to be suggesting that the law 
could not be responsible for the ‘grey areas’ in therapy. The very nature of 
therapy is that it is about a unique relationship between the client and the 
therapist. No two relationships will be the same and therefore some of the 
knowledge held in therapy will be at a transpersonal level (an unconscious 
understanding held between the therapist and the client) based on the 
conscious knowledge shared between them.
It would therefore seem unlikely that it is possible to cater specifically within 
ethical guidelines for everything that might be encountered between therapist 
and client. If this were the case, then it would seem appropriate that we use 
our professional judgement to guide us in these matters.
Case History
Although there are many different areas in which we, as Counselling 
Psychologists are required to use our professional judgement, I have 
concentrated on one specific case, since I feel that it raises many of the 
questions that surround the interplay between the use of professional 
judgement versus stricter ethical guidelines. It presents the key factor that I 
would like to highlight in this report, that the relationship between the
48
therapist and client is unique and will automatically present us with 
knowledge about the boundaries of confidentiality that is specific to that 
relationship. Therefore, the breaking of those boundaries may, in some 
situations, be a matter of professional judgement.
In using my own case history I am aware of the issues surrounding 
confidentiality in the use of this material. The current debate about the use 
of case histories draws attention to the fact that however cleverly disguised, 
it still might be possible for the client themselves to recognise their own 
story in print. However, it would seem that without the opportunity to talk 
about our real experiences with clients, we are relying on a profession that 
learns only fi"om theory, rather than listening to the people involved in the 
therapeutic process, which is the very substance of how Counselling 
Psychologists practice. In the following case history pseudonyms have been 
used and the nature of the identifying material has been disguised as closely 
as possible.
My client had been referred by her GP to a NHS Primary Care 
Psychology and Counselling service. I was working there as a Trainee 
Counselling Psychologist and used a brief 10-session integrative 
model of therapy. Following assessment it appeared that Jean had 
been both violently and mentally abused by men throughout her life. 
She had extremely low self-esteem and found it difficult to feel 
valued, accepted or understood. She had difficulty asserting herself 
with others, particularly men and those within a position of power. It 
appeared that she held the belief that she was not entitled to have an
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opinion or any needs or feelings of her own and should always put 
others first. Initially, using a client-centred approach, I had 
concentrated on building up an empathie and trusting relationship in 
which she might feel ‘held’. It was then hoped, using a cognitive 
behavioural approach that she would build up a more positive and 
worthy self-image for herself.
On her fourth visit, she arrived looking ‘sheepish’, eyes cast 
downward in a way that I recognised from her first session. She 
seemed anxious and took a deep breath before beginning to speak. It 
transpired that she was feeling extremely guilty because she had 
known the previous week, that I would be seeing her sister for the first 
time in the session following her own. She said that she had since 
discussed the matter with her sister and decided that I ought to know. 
She told her sister that she would bring it up in her next session.
My first reaction was to remember that I had previously dismissed as 
mere speculation, the fact that I had noticed that they appeared similar 
in dress and manner. I then began to think about the conflicting 
information they had both given me relating to their childhood and I 
began to realise some of the difficulties of seeing two members from 
the same family. During this time I remained silent and Jean 
increasingly began to look uncomfortable, as if she had done the 
wrong thing. I recovered myself and thanked her for telling me, 
explaining that it may be necessary for me to refer her sister to 
someone else but that I was glad that she had brought the matter to my
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attention, Jean seemed to visibly relax and the session continued 
within a positive and empathie framework.
I saw Jean’s sister immediately afterwards. Dawn had different 
problems to her sister, mainly that she felt that she had never been able 
to express her love towards her parents and that they had never shown 
any love towards her. She too had problems with being able to trust 
others and feeling that nobody liked her. I explained to Dawn that her 
sister had told me how they had discussed the fact that they were both 
seeing me. I described how this might prove problematic because of 
my wish to remain entirely focussed on their own perception of their 
stories. She acknowledged this. I told her that I would discuss this 
with my supervisor and if necessary she would be referred to another 
psychologist within the department. She agreed happily to this and we 
carried on with the session.
Supervision
It became apparent in supervision that technically I had broken 
confidentially twice. Once, when I had acknowledged to Jean that I was 
seeing her sister and secondly when I told Dawn about my conversation with 
Jean. This resulted in me defending my position. How could I pretend that 
they both didn’t know anything? How could they trust our relationship if I 
became mysteriously silent and wouldn’t openly confront the dilemma that 
we had all found ourselves a party to? It felt as though this would have been
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unnatural; the relationship would have in some way become false, bound by 
legal considerations and self- protection.
This seemed to raise some important questions. What were the implications 
of revealing this information? What was my ethical position? What had led 
me to feel absolutely comfortable about handling this situation in this way?
It is important to be clear here that this is not just an attempt at justification 
for this particular incident but also an opportunity to consider some of the 
issues raised in current practice by the therapist/client relationship. These 
issues are crucial to the argument about the use of professional judgement as 
a barometer for decisions about disclosure of confidential information.
Ethical Principles and Guidelines
The BPS Division of Counselling Psychology Guidelines for the 
Professional Practice of Counselling Psychology (1998) is supplementary to 
the BPS Code of Conduct and offers little advice on managing the disclosure 
of confidential information other than to say that: “The practitioner will 
clarify and explain the nature and extent of confidentiahty from the start. 
Circumstances in which confidentiality may be breached will be identified.” 
However, the BPS Code of Conduct, Ethical Principles and Guidelines 
(1997) states that psychologists,
(...) convey personally identifiable information obtained in the course 
of professional work to others, only with the expressed permission of 
those who would be identified, (subject always to the best interests of
52
recipients of services or participants in research and subject to the 
requirements of law and agreed working practices) (...)
(BPS Code of Conduct, Ethical Principles and Guidelines: 1997)
This suggests that neither of the women in this case should have known that 
I had seen or spoken to either of them. However, it does say that with their 
‘expressed permission’ they could have been identified. It does not stress 
whether this permission needs to be explicit. It would seem arguable in this 
case that Jean gave her implicit approval to discuss the situation because of 
her admission that she had discussed the situation with her sister and had 
even told her sister that she was going to bring the matter to my attention. 
Therefore the contextual knowledge I held was a contributory factor in the 
decision-making process.
The Division of Clinical Psychology Professional Practice Guidelines (1995) 
says:
If disclosure of information is deemed necessary (beyond the routine 
sharing of information with other health care professionals) 
psychologists have a duty to obtain specific informed consent from 
their clients, making the consequences of disclosure as clear and 
unbiased as possible.
It goes on to say that:
Psychologists who are faced with the difficult decision as to
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whether to disclose information without a client’s consent must weigh 
careftilly the arguments for and against disclosure. The responsibility 
for this decision lies with the individual psychologist and cannot be 
delegated or overridden by a superior or other professional. 
Psychologists have the duty to consult fully with other practitioners 
and professional bodies and must be able to justify their decisions. 
(BPS : The Division of Clinical Psychology Professional 
Practice Guidelines: 1995)
There is an assumption here that the therapist will always be able to deal 
with the dilemma at a later date, after having had time to reflect on the 
situation and discuss it with other professionals. However, this is not always 
the case. In this example I felt bound to respond genuinely at the time. It 
seemed crucial that I responded on a ‘person-to-person’ level to allow my 
client to feel supported in bringing the matter up for discussion. I felt that 
any hedging or exploration about why she had brought the matter up would 
have only led to more anxiety for her about her decision to discuss the matter 
in the first place. Therefore, I was only able to discuss the matter in 
supervision after the event. Using our professional judgement seems to be 
essential if we are to respond genuinely in a way that makes sense to our 
clients.
The Therapeutic Relationship
As Counselling Psychologists we are not only bound by ethical guidelines 
but as suggested earlier, we also have a responsibility to the therapeutic 
relationship. Clarkson (1994) also draws attention to the importance of the
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‘person-to-person’ relationship (most often used within the humanistic and 
existential traditions). She quotes Rogers and Stevens (1967) who suggest 
that the person to person relationship is the:
(...) establishment of a relationship of genuineness, respect, and 
empathy [which] become the cornerstone condition for facilitating 
human growth and development.
(Rogers & Stevens 1967)
She also quotes Stone (1961) who said that:
(...) a failure to show reasonable human response at a critical juncture 
can invalidate years of patient, skilful work.
(Stone 1961)
It would seem, therefore, as Julie Stone (1995) suggested earlier, that 
working within some theoretical perspectives, will mean paying greater 
attention to what goes on between the client and the therapist, a factor that 
cannot necessarily be catered for within the law or ethical guidelines. In this 
case I was working within a client-centred approach, chosen specifically to 
meet the needs of my clients. I had therefore put an emphasis on the 
importance of a genuine and natural human relationship. This had seemed 
necessary if they were to trust me enough to recreate in the therapeutic 
relationship an environment where they would not be criticised and they 
would be accepted and respected for who they were. Jean had made it clear 
that she had discussed the matter fully with her sister and seemed to require
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me to respond directly to that. She had been straight and open with me; 
therefore it seemed natural for me to be straight and open with her in return.
I had also made a conscious decision that her sister would also be expecting 
a response and that to refrain from mentioning the matter and referring her 
without explanation at a later date may have been quite damaging.
In this case it had been necessary for me to use my own professional 
judgement about disclosure, based on the nature of the therapeutic 
relationship. In addition, the ethical guidelines are necessarily generalised 
recognising the fact that no two relationships can be the same and therefore 
Counselling Psychologists need to use their expertise and knowledge to 
guide them in each different relationship.
The Therapist’s Autonomy
It would seem therefore that the Clinical Psychologist’s ethical guidelines 
show that a therapist can make a decision about disclosure, using their 
professional judgement, as long as they can justify their positions. However, 
the argument that a therapist is right because they are the only one who can 
categorically decide what goes on between them and the client, seems a 
dangerous one? What if the therapist is wrong? Surely not all therapists are 
infallible. What if the therapist makes a judgement, which might harm their 
client?
It seems likely that therapists will sometimes get it wrong. To use this 
example as a case in point, it could be argued that I should have responded in 
a different way and that I should have sought professional support in
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between the two sessions. I have attempted to defend this position.
Whatever the outcome, it is clear that if this matter were brought to the 
attention of the health authority, I would be answerable to both them and to 
my own professional body (the BPS). However, even though it may seem 
that sometimes we have to stand alone, my response to this dilemma is that 
we should not tie the hands of the majority who act appropriately and 
professionally in the best interests of their clients, because of the errors of a 
few.
In conclusion, the dichotomy appears to be, should we have more detailed 
and tighter guidelines that we can turn to whenever we become unsure of our 
own practice and need to feel clear about our legal and ethical position? Or, 
should we be allowed to use our professionalism to guide us within a more 
general ethos, which provides us with the flexibility to put the 
client/therapist relationship to the forefront of our practice? On balance, my 
view is that if we move towards a tighter legal and ethical position this 
potentially ties our hands with fear and hesitancy. We then move from the 
position of putting our clients’ needs first (a concern that resulted in the 
guidelines for confidentially in the first instance) to a position of protecting 
ourselves legally.
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THERAPEUTIC PRACTICE DOSSIER
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Introduction
The Therapeutic Practice Dossier consists of a description of three 
clinical placements, a brief account of other professional activities, 
therapeutic work and the final clinical paper. Pseudonyms have been used 
and identifying information changed in order to protect client 
confidentiality.
The placements described cover three separate areas of practice: ‘Primary 
Care’, ‘Student Counselling’ and ‘Child and Family Psychiatry’. Other 
professional activities or therapeutic practice have been noted.
The final clinical paper discusses my personal and integrative way of 
working including theory, practice and research.
60
DESCRIPTION OF PLACEMENTS 
Year One
I was attached for one year to a Primary Care Psychology and 
Counselling Service in a local Community Care NHS Trust. The Primary 
Care service offered a brief 10-session model of integrative therapy. 
Referrals were made by 31 GP surgeries in a 30-mile radius and the 
clients were all adults whose ages ranged between 20-65. A Counselling 
and Clinical Psychologist, using an integrative theoretical model of 
therapy, offered supervision on a weekly basis.
Year Two
I was attached for one year to a student counselling service. The student 
counselling service used a predominantly psychodynamic model of 
therapy, although many of the therapists had an overall integrative 
approach to their work. All of my clients were undergraduate or 
postgraduate students whose ages ranged from 18-30 years. I worked 
with many of my clients for the whole year and there was considerable 
flexibility in terms of contracting and session numbers. Referrals were 
made by the University GPs, tutors, students and friends. Supervision 
was provided by a psychotherapist trained in both humanistic and 
psychodynamic therapy and group supervision was available weekly with 
a psychoanalytic psychotherapist.
Year Three
I was attached for one year to a Child and Family Psychiatry Service in a 
community mental health team. I worked in a predominantly cognitive 
behavioural model of therapy with adolescents. I also used an integrative
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model of therapy with younger children and adopted a family systemic 
overview. My clients were children whose ages ranged from 2-16 years. 
Referrals were made by Paediatricians, GPs, Educational Psychologists, 
Social Services and other medical professionals. The service was multi­
disciplinary and I worked closely with psychiatrists, clinical 
psychologists, nurses and social workers. Frequent liaison was required 
with schools, social services and educational psychologists. Supervision 
was provided by a cognitive behavioural therapist and a Counselling 
Psychologist who used a family systems approach to therapy.
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PROFESSIONAL ACTIVITIES/OTHER THERAPEUTIC WORK 
Seminar Presentations:
‘The identity experiences of adults conceived by donor insemination: An 
interpretative phenomenological analysis’. Paper presented at the 
University of Surrey, May, 2000, Surrey.
Ongoing Professional Training 
Conferences:
Division of Counselling Psychology Conference, May, 1999, Brighton. 
Division of Counselling Psychology Conference, May, 2000, Liverpool. 
Association of University and College Counsellors Conference, April, 
1999, Cambridge.
Kleinian Study Day at the Centre for Psychoanalytic Studies, University 
of Kent, March, 1998, Canterbury
‘MB’ a Cognitive Behavioural Approach, Day Conference, Ticehurst 
House Hospital, November, 1999, Ticehurst.
Courses:
Six-week training course in ‘Brief Focal Psychodynamic Therapy’. 
Therapeutic Work:
Helping to run an afternoon workshop on ‘How to manage anxiety and 
stress’.
Attending Family Therapy Sessions 
Couple Counselling
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FINAL CLINICAL PAPER
INTRODUCTION
The purpose of this paper is to present to the reader, using examples from 
my clinical work, the way in which I have integrated the various aspects 
of my training into my therapeutic work and arrived at my own personal 
therapeutic stance. Firstly, I have outlined the process of integration by 
defining my own rationale for integrative practice. I have then structured 
the paper by dividing it into the three major areas defined by the course: 
theory, research and practice. Each area overlaps with another but this is 
expected, as it is reflective of the process of integration itself. Identifying 
information has been changed and pseudonyms used to protect client 
confidentiality. Terms such as counselling and therapy or counsellor and 
therapist, for the purposes of this essay, have been used interchangeably.
MY PERSONAL INTEGRATIVE APPROACH TO PRACTICE
My own personal integrative approach has developed from a central 
position that the therapeutic relationship (i.e. the relationship between the 
Counselling Psychologist and the chent) is to me of the utmost 
importance in terms of successful outcomes for therapy and that only 
through reflective practice (i.e. through the supervisory process and 
personal therapy) and evaluation can I best use that relationship to 
facilitate the client in making change. From this position I have 
incorporated and integrated knowledge and research from different 
psychological theories and theoretical models of therapy, which have 
provided a broader and fuller understanding of clients’ problems and
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developed and enhanced the use of the therapeutic relationship as the 
basis for change or growth. As Clarkson (1996) has suggested, I believe 
that my integrative approach chosen will necessarily be made on an 
individual and personal basis and will not only include all that I have 
learned and experienced as a therapist in relation to myself and in relation 
to my clients, but also all that has been experienced by the client. In this 
sense, I beUeve that integration is a dynamic and ongoing process.
THEORETICAL INTEGRATION
Theoretical Models of Therapy
Naturally, the process of theoretical integration has been influenced by 
the chronology of my training. I will therefore present the theoretical 
models in the order in which I encountered them. Inevitably as each 
model was introduced I found myself asking questions about what they 
could add to what I already knew and how might each model might be 
better equipped to handle particular chent problems or situations.
Humanism
The humanistic paradigm, which originated with the work of Carl Rogers 
and Fritz Peris (for a full account see Peris, 1969,1975; Rogers, 1951, 
1957,1959,1961,1977), is a theoretical model that believes that the 
person is constantly striving to achieve fulfilment and growth th rou^ 
‘meaning-making’. Through empathy and unconditional positive regard 
the therapist facihtates the client to achieve change through self­
reflection, which leads to a greater awareness and understanding of 
themselves in the world (Rogers, 1957, 1959). Therefore, one of the main 
elements in enabling change is the healing power of the relationship
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between the Counselling Psychologist and the client. It was this 
emphasis on the power of a ‘real’ relationship to effect change in therapy 
(see research by Adelstein et al., 1983; Gelso et al., 1983; Ford, 1978; 
Garfield and Affleck, 1961) that first initiated my interest in the 
importance I attach to the therapeutic relationship.
Life experience had taught me that listening carefully and accepting 
people for who they are made relationships easier. A theoretical base for 
this intuition became extremely important as I entered therapy with 
clients in the early days. In my work with clients since, I have 
encountered many situations where the establishment of the therapeutic 
relationship was fundamental to change. For example, working with a 
ten-year old client who had been sexually abused and temporarily 
abandoned by her mother, the main focus of our therapeutic work 
together became the establishment of trust and the forming of a secure 
bond or attachment, which would act as a model for future relationships. 
The relationship, therefore, was in this case the key element for growth.
As I have developed my therapeutic skills I have three main criticisms of 
the humanistic perspective as a model for therapeutic work. Firstly, I am 
uncertain about the central belief that the therapist should always feel 
unconditional positive regard. If, as Counselling Psychologists, we are 
expected to totally empathise with the client, then it seems likely that 
when, for example, the client is angry, we too will experience some of 
that anger. Our skill, as therapists therefore, seems not to be dismissive 
or shameful about those negative feelings but to use them to understand 
how the client feels. These personal beliefs have arisen out of my own 
practice but also from all that I have learned firom the psychodynamic
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approach to psychotherapy. In psychodynamic approaches to therapy 
(see the literature on Freud, 1912; Klein, 1975 Kohut, 1968; Winnicott, 
1965), negative feelings are recognised as an important part of the 
therapeutic process. I prefer, therefore to think in terms of positive 
regard, a term which reflects the therapist’s aims but does not exclude the 
possibility of experiencing negative feelings.
My second area of concern is whether individuals have an in-built drive 
towards personal growth/self actualisation. As Bozarth (1997) admits, it 
is reasonable to consider whether this is the only thing going on for 
individuals. If we are not sure, then this challenges the basic assumption 
of the humanistic perspective.
Finally the ‘client led’ focus of humanistically based therapies has little 
emphasis on assessment and the importance of gaining a full history. As 
a Counselling Psychologist, often working in settings where a brief model 
of therapy is offered, I have found that the initial assessment (during 
which I try to gather as much information as I can about the client) is 
crucial in helping me to make appropriate formulations and providing an 
all-important focus to therapy. Focussing therapeutic work via 
comprehensive assessments is in direct opposition to a totally client-led 
approach.
Humanism and the client-centred approach to therapy have provided me 
with an overall regard for my clients, which is reflected in the emphasis I 
attach to the therapeutic relationship. It has given me an insight into the 
ability of clients to negotiate successfully their own growth and change in 
therapy and the pitfalls sometimes of being too directive as a therapist.
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However, I have also looked to other models of therapy to help me work 
with the therapeutic relationship in more flexible ways (i.e. the use of 
negative feelings as a positive therapeutic tool), to provide other 
explanations for how people achieve change, and to use the assessment as 
a psychological tool for making formulations and finding the focus for 
brief therapeutic work.
Psychodynamic Therapies
The psychodynamic model of the person, which originated with the work 
of Freud, is a biologically driven conflict-model that views development 
as a series of psychosexual stages. Repression and defence against these 
conflicts is considered part of the psychodynamic developmental process 
and the foundation for adult personality (Lemma-Wright, 1995; Jacobs, 
1988). The aim of therapy is that through introspection the client 
reactivates, or re-experiences earlier unresolved relationship conflicts 
(bringing into consciousness, that which was unconscious) by making 
links between early, unresolved neuroses, and current emotions and 
thoughts. This model has provided me with a broader picture of 
psychological development and has provided a framework, which for me, 
‘fills in’ some of the gaps I encountered within the humanistic paradigm.
In particular, I found that the merging together of humanism and 
psychodynamic theory in the work of Kohut to be a successful and 
powerful way of working. For example, I have found that early 
interpretation of neuroses and traumas as a means of assessment for the 
suitability of therapy (Hinshelwood, 1995) can sometimes appear to the 
client to be a rather brutal dismantling of their defences. As with my 
young client, those who have interpersonal problems and those with
68
psychosis or personality disorders (see Burton & Davey, 1996) may have 
difficulties that prevent them feeling comfortable or trusting in a 
relationship with others. This can prove problematical for the 
psychodynamic therapist who relies on early interpretation as a means of 
assessment (for example those therapists who work in a classical Freudian 
psychoanalytic model or follow the Kleinian model of psychotherapy). It 
seems necessary, therefore, to provide an empathie and stable fi-ame or 
boundary within which the patient can feel safe (Smith, 1991) before 
being able to withstand the raising of anxiety and the confirontation of 
early neuroses or traumas.
Kohut (1959, 1981) overcomes this problem by using empathy as a means 
of gathering information about the patient’s internal world by reactivating 
early traumas in the mirroring transferential relationship and subsequently 
using interpretation to provide the action for change. For me, therefore, it 
extends the humanistic use of a ‘corrective emotional experience’ as the 
mechanism for change, by challenging the client at deeper levels through 
interpretation (Kahn, 1997). However, as suggested before, this has 
implications for brief therapies and in particular CET, which has 
traditionally advocated a parsimonious and brief focussed approach to 
therapy (Blackburn & Twaddle, 1998). It may be that for some clients the 
building of the therapeutic relationship may take some considerable time 
before cognitive behavioural changes can be made. Therefore, when I am 
working within a brief model of therapy, I have found that good 
assessment is essential, not only (as suggested before) because it can 
provide a much needed focus for therapy but because appropriate referrals 
need to be made if I feel the client is not suitable for brief work.
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I believe that Kohut’s (1959, 1981) focus on early transferential trauma 
and the possibility of recreating a reparative ‘mother’ type transferential 
relationship in therapy is indeed potent. However, the therapist acting as 
the ‘good enough’ mother (a term used by Winnicott (1965), to describe 
the therapist who represents the mother’s adaptation to the baby’s needs), 
may not necessarily represent women’s actual experiences of mothering 
(Orbach, 1997). The cultural emphasis on the mother having full 
responsibility for the care of the child is paternalistic and in my 
experience can itself be the cause of psychological disturbance in women 
who feel guilty because they are not comfortable with fliat role model. I 
have often made use of Wmnicott’s concept of ‘the false self (1965) to 
inform my thinking and in this case it perhaps highlights the need for 
women to defend against their ‘true self if it is not socially adaptive. Part 
of the way in which I practice, therefore, is to be mindful of the ‘political’ 
or ‘societal/cultural’ genre, which may be contributing to the problems 
that women or men present with. However, it is not always easy for 
Counselling Psychologists to overcome these problems, although personal 
development has helped me to ‘own’ some of my own emotions, beliefs 
and expectations of myself and others in the world.
However, in criticism, I have found that not all cHent problems respond to 
the assumption that psychological problems are related to early, 
unresolved neuroses or traumas, or the psychodynamic aim to make 
conscious, that which is unconscious.
Cognitive Behavioural Therapy (GET)
Cognitive Behavioural Therapy (see Beck, 1976,1979,1990), views 
personality as being motivated by four interacting elements, physiology.
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cognition, behaviour and emotion. Change occurs when the cycle of 
automatic negative thoughts, emotion and behaviour are broken either at 
the cognitive or behavioural ports of entry (Persons, 1989). Within this 
model the Counselling Psychologist takes a more active role in trying to 
reduce the symptom in the ‘here and now’. The relationship itself has not 
been seen as the vehicle for change but merely a necessary component in 
establishing a good collaborative base for symptom reduction through 
various technical interventions. In my work with a twelve-year old girl 
with Obsessional-compulsive type behaviour (CCD), my decision to use 
CBT was influenced by a commitment to evidence based practice, which 
identified CBT as the most appropriate therapy (Salkovskis, 1985; 
Salkovskis & Kirk, 1989). hi addition, my client demonstrated an express 
wish to reduce her symptoms that interfered with her lifestyle. It seemed 
unlikely, therefore, that she would he able to work at a more ‘in depth’ 
level because her symptoms interfered with her emotional experience and 
thought processes. What is important here is that the client was clear 
about what she wanted to address. My own flexibility as a Counselling 
Psychologist meant that I could use the approach that was best suited to 
her particular problem i.e. symptom reduction in the ‘here and now’.
Criticisms of this approach, have suggested that CBT is too mechanistic, 
setting firm agendas, administrating experiments and homework tasks 
(WiUs & Sanders, 1997) and in not focussing on the transference and 
countertransference in the therapist/client relationship as a vehicle for 
change (Layden et al., 1993). However, more recently an epistemological 
shift from relativism to constructivism, which recognizes that everything 
exists within a relational context, has been embraced within CBT 
(Blackburn & Twaddle, 1995; Wills & Sanders, 1997). This has meant
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that CBT therapists have begun to recognize the relevance of the 
interpersonal, in particular the transference of earlier interpersonal 
experiences onto the therapist/client relationship. Consequently, this has 
led to the use of the client/therapist relationship as an ‘active ingredient’ 
in identifying the client’s maladaptive thoughts and behaviours in action, 
and how to reframe them (Safran & Segal, 1990).
This more integrated approach has seemed to me far less mechanistic and 
therefore I have been much more comfortable in establishing my own 
CBT style in therapy, where the relationship I have with the client is still 
crucial to successful outcome, not only in a collaborative way but also in 
its existence as a mechanism for change. I have found that CBT has been 
very appropriate for brief work and the detailed assessments informative. 
However in criticism, I am not comfortable with taking notes in sessions, 
or asking chents to fill out lengthy forms as I believe this to be too 
‘medicalized’ and formal in its approach, leaving the client feeling 
impersonalised and unheard. However, I believe that it is possible to 
integrate a sense of ‘being with’ the client, rather than a ‘doing to’, by 
collaborating with the client and using ‘guided discovery’ (a collaborative 
process between therapist and client using Socratic questions to allow the 
client to arrive at their own understanding of the meaning of their 
cognitions and behaviour: Overholser, 1993a, 1993b) to obtain a full 
history. Other problems might arise, if clients would benefit from longer- 
term therapy as a result of severe interpersonal problems or personality 
disorders. As suggested before, CBT is traditionally a brief approach to 
therapy.
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I am also concerned about the fact that within CBT, psychological 
problems are often given a ‘blanket diagnosis’, for example ‘depression’. 
In my experience ‘depression’ is often merely the symptom of some 
underlying problem, which may benefit from a completely different 
approach to therapy, or at least a different focus for CBT. Finally, the 
efficacy for CBT has often arisen from outcome studies and clinical trials 
(see Evans et al., 1992; Mathews et al., 1981; Shea et al., 1992). I feel 
that this research should be treated with caution, since the studies emulate 
the traditional approach to research, which presumes that it is measuring 
the same thing for each participant. However, because I believe that each 
client will be experiencing therapy in a unique way, the results may not 
tell us much about what the client found helpful. As discussed in the next 
section, a move towards qualitative research may present a clearer picture 
of which therapy is most successful for whom.
Existentialism
The three main models described above, all have something to contribute 
to therapeutic practice. However, because of their different theoretical 
underpinnings, their therapeutic aims are necessarily different, making 
total integration complex. To some extent the existential- 
phenomenological model has begun to provide me with a way of thinking 
that integrates the different models of therapy. At a theoretical level, 
existential-phenomenological therapy seems to have successftdly merged 
together the ability to ‘be’ with the client (a strong focus on the 
relationship between therapist and client) but at the same time to 
recognize the relevance of early relationships and cognitions on current 
intentions (Spinelh, 1996; van Deurzen-Smith, 1988). The therapeutic 
process rejects formal assessment or diagnosis (as in working within a
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humanistic perspective) and focuses strongly on ‘being with’ the client 
rather than the more medical model used in CBT of doing something to 
the client to make them ‘better’ (Spinelli, 1996). At the same time, 
however, it rejects the humanistic model of inner positivism and the 
process of self-actualization. Instead, it recognizes the client’s existential 
angst ahout heing in the world and allows the client to give their own 
meaning to what change might mean. Existential-phenomenology seems 
to offer both another way of thinking about clients and also an alternative 
to other therapies because of its integrated co-constructed view of being 
in the world and its acknowledgement of the importance of thinking (i.e. 
cognitions) and early relationships (see Workshop Essay, this volume).
Existential thinking has also striven to overcome political and cultural 
biases, a problem which I raised earlier. One of the main aims of 
existential-phenomenological therapy is for the therapist to engage in a 
meaningful ‘being with’ relationship with the client and to suspend or 
‘bracket’ their own beliefs in order that they can try and experience the 
client’s way of being in the world (Spinelli, 1996; van Deurzen-Smith, 
1988). The main task of therapy is for the client to take stock of their life 
(van Deurzen-Smith, 1988) and to challenge their assumptions about the 
world at a physical, social, personal and spiritual level. It is through this 
process of enquiry that any political assumptions could be addressed. I 
look forward to continuing my learning within this approach. In 
particular. I’d like to explore the marrying of an existential- 
phenomenological approach with time-limited therapy and how that 
m i^ t work within an approach that does not have a formal assessment 
procedure.
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In conclusion, having worked with many different client groups and 
having many theoretical models to hand for understanding the person, I 
feel at this stage in my learning that it is perhaps unwise to adopt a 
singular framework for understanding clients or to be too prescriptive 
about what is best for each chent, hence my integrative style. Although 
criticisms of Counselling Psychologists’ multi-theoretical training suggest 
that we are ‘master of none’ (Dryden, 1998), I feel confident enough in 
my own training, to believe that my attempt to integrate therapies is a 
more adaptive and flexible approach to understanding the diversity of 
human behaviour.
RESEARCH INTEGRATION
Scientist Practitioner
The scientist-practitioner model is an integrated approach to 
knowledge that recognizes the interdependence of theory, 
research and practice.
Meara et al. (1988)
My training as a counselling psychologist has been based on the 
principles set out by Meara et al. (1988). I have been encouraged as a 
practitioner to evaluate my own work and to draw on research and 
evidence to support my practice. For example my psychological 
knowledge about life-span development and in particular the transition to 
middle age (Bee, 1994; Erikson, 1968; Levinson, 1978), helped to inform 
my thinking when dealing with a widowed middle-aged female client. 
When this client’s children grew-up she found herself struggling to find a
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new identity for herself. It seemed a classic case of the ‘empty nest 
syndrome’. However, the problem seemed to be that she had a negative 
concept of what it might be like to be an independent woman. Feminism 
has challenged the notion of ‘mid-life crisis’ for women as a patriarchal 
construction (Etaugh, 1993; Mackinnon, 1987) and that for many women 
the time when children leave home is rewarding and often a positive 
transition (Baruch & Brooks-Gunn, 1984; Harris et al., 1986). By 
integrating this knowledge into my practice, 1 was able to provide my 
client with an alternative way of considering her new circumstances and 
in so doing she began to reframe her maladaptive beliefs to build a more 
positive and independent identity for herself.
It has been argued that the abihty to use research-based evidence and to 
engage in ongoing research and model building for training and 
supervision is crucial to the credibility of counselling psychology 
(Barkham, 1990). In a country where there is little regulation over who is 
entitled to call themselves therapists, psychologists have separated 
themselves by aligning themselves with scientific-based practice, which 
provides the objective means for evaluation and the criteria for 
competence as a profession (Williams, 1991). However, this attention to 
the scientist-practitioner model has its problems. Counselling Psychology 
is concerned with the phenomenological experiences of the individual. Its 
emphasis on the humanistic principles of ‘fiilfUment’ and a 
developmental approach to healfli and well-being are far removed from 
the medical model of pathology and patients who require a cure (Woolfe, 
1996). The phenomenological perspective, therefore, aimed at the 
internal observer is in direct contrast to the traditional scientific focus on 
external objectivity.
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One way forward for Counselling Psychologists could be the adoption of 
methodological diversity (Woolfe, 1996). Qualitative research, such as 
grounded theory, discursive theory or interpretative phenomenological 
analysis (IPA), concerns itself with the subjective experiences of the 
individual. Qualitative research seems to balance the need for evidence 
and psychological enquiry, with the need to retain the value of the 
subjective report (Smith, 1996; Smith et al., 1997). My own research 
(using IP A) into the identity experiences of donor offspring (see my first 
Research Report, this volume) reflects that balance by reporting 
subjective experiences but at the same time using a psychological theory, 
such as Identity Process Theory (Breakwell, 1986,1996) to help explain 
or elaborate those experiences. In addition, my own subjectivity as a 
researcher was an instrumental part in the choosing of this topic for 
research. Qualitative research acknowledges this subjectivity and its 
interaction with interpretation of the data (Smith et al., 1999).
In addition, I have been able to integrate this research into my work this 
year with children in a Child and Family Psychiatry Department. One 
particular boy (aged six) was referred to me for behavioural problems, in 
particular ‘dressing-up’ in girl’s clothes. His father had left the family 
home when he was three. My initial dilemma was an ethical one. Should 
I work with a child who seemed to be pathologised for ‘dressing as a girl’ 
and, using a systemic overview, was the child merely a symptom of his 
family’s negativity towards homosexuality (Goldenberg & Goldenberg, 
1996)? If so, was it appropriate to see the child individually or would 
family therapy be more appropriate? The context had provided me with a 
number of dilemmas and highlights the way in which the demands of the
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therapeutic context are part of the integrative process. However, my 
general knowledge obtained from psychological research about identity 
development (Erikson, 1959,1968) and knowledge about the impact of 
absent fathers on identity formation from my own research, was a key 
factor in guiding my work with this child.
Equally, other research has played an influential part in my development 
as a Counselling Psychologist. For example, the research by Ainsworth 
(1978), Main (1991) and Main et al. (1985) into the types of attachments 
formed between infants and their mothers and how this affects adult 
relationship styles has been of great use to me both in my work with 
children and families and also in my own personal research this year (see 
Year 3 Research Report, this volume). As I continue in practice I am 
making more and more use of the psychological research and literature 
that I studied in my undergraduate and postgraduate degree and believe 
that this knowledge base separates me in a positive way from other 
therapists. I therefore consider myself to be a scientist-practitioner 
whose aim is to successfully integrate theory and research into my 
practice as a Counselling Psychologist.
PRACTICE INTEGRATION
My therapeutic work has been influenced during the last three years by 
theory and research, as already outlined. In addition I have been 
influenced by the context and demands of the placement; the 
requirements of my supervisor and what has felt comfortable for me in 
terms of self and self and other; and my own personal therapy. Many of 
the issues that have influenced my practice have been alluded to such as
78
assessments, ethical, cultural and contextual considerations. I have 
chosen therefore to focus in this section on two areas, which have been of 
particular relevance to me and are indeed a necessary component of the 
training for Chartered Counselling Psychology status: supervision and 
personal therapy.
Supervision
The supervisory process has been considered a “cardinal element of basic 
graduate training” (Farrell, 1996) in Counselling Psychology. I beheve 
this to be so, as I see it as an essential part of reflective practice and one 
of the ways in which I evaluate the process of therapy. For example, I 
worked with a client who had high anxiety levels and seemed to talk very 
fast, repeating the same things each session. I began to feel ‘stuck’ and 
unable to facilitate the client to move on. During supervision, I was able 
to see that in the countertransference I was experiencing similar feelings 
to the client, a sense of anxiety and an inability to see around the problem. 
I used this understanding in supervision to reflect on how I might reduce 
the client’s anxiety by containing her emotions rather than mirroring 
them. This shift in my understanding also produced a shift in the client’s 
understanding (an example of parallel processing: Clarkson, 1995) and 
we were able to effectively move the therapeutic process forward.
The supervisory relationship has also provided me with an essential way 
of monitoring my own professional practice and helped me to justify my 
own interventions. In my first year I was faced with a potentially difficult 
situation when an existing client told me that I had recently begun to see 
her sister. My commitment to the ‘real’ relationship that we had fostered 
resulted in me thanking her and telling her that I would discuss this with
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her sister. Equally, I acknowledged with her sister their sharing of 
information and suggested a re-referral, hi supervision, it became 
apparent that I had technically broken confidentiality twice, once by 
acknowledging that I was seeing my client’s sister and again when I took 
this information to her sister to arrange a re-referral. In reality the two 
sisters had been open with me about each other and I was able to 
satisfactorily justify my actions. However, supervision had provided me 
with an appropriate forum for considering my actions and my 
responsibility to client confidentiality, as laid out in the Division of 
Counselling Psychology Guidelines for Professional Practice (1998). I 
have learnt much since that first year, particularly in terms of ethical 
dilemmas and as a result of good supervision feel confident about 
managing difficult situations and the importance of professional support 
and advice.
As I have gained confidence in my own practice, I have also begun to 
learn fi*om the supervisory process how to act as my own internal 
supervisor, a necessary maturational process (Casement, 1985) and part of 
the ongoing process of personal evaluation. I have used the supervisory 
process both on an individual level and at a group level with my peers.
The diversity of thinking and understanding, combined with both personal 
and professional support provided by my colleagues and tutors on the 
course, has been invaluable and I have learned much from them.
Additionally, supervision has highlighted for me areas where perhaps I 
have had unresolved emotional issues. It has also challenged my 
responses to particular problems. For example, I worked with a client 
who had recently had a termination but also appeared to have little sense
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of self as a result of ineffective mirroring by her mother, who had always 
suffered with depression. 1 felt surprised when it was suggested to me in 
supervision that 1 seemed to be ignoring the emotion surrounding the 
termination, in favour of pursuing the client’s wish to talk about her 
mother. However, this intervention resulted in me searching my own 
conscience and checking out my own beliefs about termination and how it 
might impact on the therapeutic encounter. Following this, 1 was able to 
check out with the client whether this was avoidance by me, or her, or me 
and her together and importantly to make good use of this intervention in 
helping the client work through any unresolved problems related to the 
termination.
Personal Therapy and Personal Growth
This paper has continually reflected the relevance 1 have attached to my 
own experiences, emotions and cogmtions in the therapeutic process. The 
arguments for the relevance of personal therapy and growth in training 
have been mixed. Jacobs (1988), in describing psychodynamic 
counselling, talks about the importance of being able to separate our own 
experiences from those of the clients. He suggests that within 
countertransferential feelings, it is important to be able to separate out 
those that have arisen from our own earlier experiences if we are to 
facilitate the client’s therapeutic process. 1 agree with Jacobs (1998) and 
have used the following examples to explain my stance.
It has been suggested that personal therapy and experiential groups can 
help to untangle and make transparent those ‘blind spots’ (Jacobs, 1988). 
1 have found that personal therapy has allowed me to work th rong  some 
of the emotions surrotmding those ‘blind spots’, so that when they are
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reactivated ^vithin the countertransference, they are less raw and, with the 
help of supervision are quickly identified and not attributed to the client. 
Although it has been suggested that personal therapy has no relevance to 
the actual counselling work psychologists are involved in (Dryden, 1998),
I believe that personal therapy has helped me to lower my own defences 
and to reach a more mature emotional position. This experience can only 
enhance my work with clients, particularly in providing a containing 
environment and in being non-judgemental, important criteria for the 
successful estabhshment of the therapeutic relationship. Equally, since I 
believe that congruence and genuineness are also essential components of 
therapy, then not being aware of my own emotional vulnerabilities might 
make it difficult for me to remain genuine in the therapeutic encounter.
In addition, 1 have found that the experience of being in personal therapy 
has given me a better understanding of the resistance, pain, dependency, 
joy and confusions that might be experienced by my own clients in 
therapy. This year when working with the ten-year old client mentioned 
earlier who had suffered sexual abuse, I became the transferential figure 
for her extreme anger and hatred at not having any control over her life 
and for her paiu at not being able to trust adults. The extent of this anger 
was extremely punitive and blaming and 1 came out of sessions feeling as 
though I was a ‘punch bag’. My memory of my own experiences of anger 
towards my therapist helped me to depersonalize her actions. 1 stopped 
being a victim (a role which I also recognized as related to earlier 
experiences through my personal therapy) and began to empathise with 
her anger and at the same time encouraged her to channel it more 
appropriately through the use of paints and paper.
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The value, therefore, to me through my personal work has been immense 
and I believe that ongoing personal work will continue to enrich and 
enhance my work with clients.
CONCLUSION
In conclusion, my professional status as a counselling psychologist has 
required me to integrate both theory and research on both a professional 
and personal level. I have developed my own way of working with 
clients, which has been equally influenced by the supervisory process, 
personal therapy and the context in which I have been working. I am now 
looking forward to developing my skids further as a Counselling 
Psychologist and becoming more aware of other models that could not be 
covered in depth in the course of a three-year training.
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INTRODUCTION
The research dossier consists of one literature review and two empirical 
studies plus appendices.
The Year One literature review is as follows:
A literature review o f the psychological implications o f secrecy for donor 
offspring, recipients o f donor sperm and donors; and suggested 
guidelines for Counselling Psychology practice.
The Year Two empirical study is a qualitative analysis and considers:
What does it mean to be a donor offspring? The identity experiences o f 
adults conceived by donor insemination and the implications for 
Counselling Psychology.
The Year Three empirical study is a quantitative analysis and 
investigates:
Attachments Past and Present*: A quantitative study comparing 
attachments in donor offspring, adoptees and those raised by both 
biological parents, and the implications for Counselling Psychology.
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Capsule: This review evaluates the literature surrounding secrecy in 
Donor Insemination, its psychological impact on the donor offspring, 
donors and recipients and the therapeutic impUcations.
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ABSTRACT
Purpose: This review considers the effects of secrecy and openness in 
Donor Insemination on the psychological well being of donor offspring, 
donors and recipients of donor sperm and the implications for 
Counselling Psychology.
Methods: The review evaluates and discusses the literature and research 
on secrecy in donor insemination and draws comparisons with existing 
adoption research.
Results: It would seem that there are psychological implications as a 
result of secrecy for donors and recipients. Drawing on ‘the adoption 
experience’, donor offspring may have issues related to identity 
formation. Family systemic therapy has been useful in considering the 
problems that might require clinical intervention for donors and recipients 
but currently there is no specific provision for donor offspring.
Conclusions: A triangular model of DI counselling has been proposed. 
Future research should concentrate on identifying and interviewing adult 
donor offspring, donors and evaluating any therapeutic implications.
Key Words: Disclosure; Donor Offspring; Recipients; Secrecy; 
Counselling Psychology
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INTRODUCTION
Donor Insemination (DI), previously known, as Artificial Insemination by 
a Donor (AID), was first recorded as having taken place some 100 years 
ago. Since the 1940’s it has been practiced in a more organized way and 
currently there are 101 centres in Great Britain alone, which provide 
Donor Insemination treatment (1). Although still the only real treatment 
offered to infertile men wanting a family, it remains shrouded in secrecy.
During a one-year period from April 1995 to the end of March 1996 the 
Human Fertilization Embryology Authority (HFEA) Patients’ Guide to 
DI and IVF Clinics (3'^  Edition, 1997) (I), reported that there were 5,956 
patients treated using donor sperm and approximately 1,688 donor 
offspring bom. However the research seems to suggest that a large 
majority of those children will be denied the opportunity to know their 
true genetic origins and that currently most parents have no intention of 
telling them (2; 3; 4). Whilst IVF continues to receive a high profile in 
the media (5), DI is still rarely discussed openly. The general public are 
more likely to be aware of current issues surrounding the availability of 
eggs for donation or the ethical issues surrounding the use of embryos for 
research, than acknowledge the possible psychological impact of 
maintaining a life long secret fi*om their child.
The psychological implications of maintaining a secret have been well 
documented, hi the related field of adoption, literature has suggested that 
family relationships are damaged when they are based on deception and 
that children are less upset by the tmth (however upsetting or strange) 
than by lies, particularly when they come fi*om the parents whom they
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trust (6; 7; 8). Literature and research into sexual abuse has discussed the 
ongoing damage caused by secrecy, with individual survivors being 
terrified by even innocent secrets and often facing confusion over 
confidentiality (9; 10). Me Whinnie (1984)(11) has suggested that 
children pick up hidden clues about secrets being held within families and 
are aware that information is being withheld from them. If this is the 
case, then it is likely that donor offspring might face similar psychological 
problems to those who have been abused in relation to fears about secrets 
and confidentiality. Finally, family therapy literature has discussed the 
negative effects secrecy has on family functioning and how children 
become anxious and confused because they are aware of taboos in the 
family, topics not discussed, or unusual body language that suggests 
incongruent responses (12; 13; 14). It seems appropriate therefore to 
consider the possible psychological implications of secrecy versus 
openness in DI from a family systems theoretical approach.
Therefore, using a family systems theoretical framework, this paper 
reviews and critically evaluates the current literature on secrecy and 
openness in DI and discusses the effects this might have on donor 
offspring, donors, recipients of donor sperm (i.e. the women who are 
impregnated with donor sperm and their partners), and members of the DI 
family as a whole. In the absence of research with adult donor offspring, 
the review additionally draws on adoption research, (children who are 
brought up in families where they are biologically unrelated to both 
parents) and may experience similar identity problems. However, there 
have been criticisms of drawing comparisons between these two groups. 
These have focused on the fact that donor offspring already know 50% of 
their genetic origins and have not been, “given up,” by their mother (15),
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and that donors and recipients see few parallels themselves between 
assisted reproduction and adoption (16). However as Erikson (1959) (17) 
and Sants (1964) (6) have pointed out, one of the crucial factors in 
identity formation is being able to understand oneself within ones own 
genetic context. Therefore, sufficient parallels exist between the two to 
assume that adoption research is a useful starting point firom which to 
consider the psychological effects of secrecy in DI.
Although, the review acknowledges the use of donor sperm for lesbian 
couples and single women; the use of donor eggs; and the use of donor 
sperm for couples who run the risk of a genetically inherent disease; it 
recognizes that the psychological impact for these families might be 
different. Therefore, the review does not attempt to comment on these 
areas in detail. Instead it concentrates specifically on the psychological 
implications for DI families where the offspring have reached adulthood 
and who therefore will have been conceived through the use of donor 
semen in relation to heterosexual couples where the male partner is 
infertile.
Finally the paper considers the implications for Counselling Psychology 
and therapeutic practice, not only for the parents in their decision-making 
processes but also for the donor offspring and their donors. Although 
psychologists are sometimes differentiated fi-om psychotherapists and 
counsellors because of their multi theoretical approach to therapy, in this 
paper the term ‘psychologist’ will encompass psychotherapists and 
counsellors working within the DI field and these terms will be used 
interchangeably. Equally, the words ‘therapy’, ‘counselling’ and the
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‘therapeutic context’ will represent all types of therapies and counselling 
sessions with DI families and individuals.
A family systems approach
F amily systems theory focuses on the social interaction between 
individuals rather than on the individual themselves. It views problems as 
arising out of the social system itself, in particular the family system. The 
family is seen as an organization or a whole, in which the members of that 
family are the component parts (18). The inter-relationships between the 
family members are complex and the cause of problems or disruptions to 
the family system are multidirectional.
There are many different family systemic ^proaches to theory and 
therapeutic practice but for the purposes of this review we will draw on 
the Milan Systemic approach to theory and practice (19; 20). Selvini- 
Palzzoh et al., (1978) (19) drew on the cybernetic concept of 
‘homeostasis’ (where the body acts as a biosocial system which 
constantly exchanges information with the outside world to maintain 
internal equilibrium) as a metaphor for family interactions. When one part 
of the family system is unhealthy or unbalanced, homeostasis is the 
regulating internal mechanism that restores equilibrium within the family. 
Symptomatic behaviour by a family member is seen as the way in which 
the family m aintains the system’s homeostatic balance (19). Change in 
therapy occurs when the psychologist/therapist (through a process of 
circular questioning and by taking a neutral stance), allows the family to 
find m eaning in the way in which they organize their lives. This approach 
to therapy has been particularly suited to recent developments in family 
therapy where the postmodernist view of family therapy (i.e. that there is
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no fixed truth or reality and knowledge is relative and dependent on 
context) has concerned itself with the subjective position of each family 
member (18). The therapist no longer acts as the ‘expert’ who imposes 
the ‘right way’ to be but acts as a facilitator for the family to make 
changes in their own perceptions of each other and in redirecting their 
own lives (18).
As previously discussed, family systems theory is particularly informative 
in understanding the psychological implications of secrecy and openness. 
In addition, family system theory helps to understand how all the 
members of the DI system (for example the recipients, their donor 
offspring, the donor and the donors’ and recipients’ families) are normally 
involved in the process of keeping the practice of DI a secret (3; 21; 22). 
Since DI is a professionally organized infertility treatment, other external 
systems, such as the medical profession and society itself, may be equally 
involved in the interaction and regulation of the family system and the 
management of secrecy in the practice of DI (23).
Secrecy in Donor Insemination
Secrecy evolved during the 1940s when DI was on the borders of legality. 
The church had outlawed DI, equating it with adultery and claiming that 
donor offspring were illegitimate (24). However, sexuality and sexual 
problems were considered private matters, not to be discussed openly and 
individual needs were kept tightly controlled during a period when 
contraception was only available to those who were married. It is 
unsurprising therefore that couples were advised to keep quiet about this 
procedure and that doctors needed to keep themselves protected from 
societal criticism.
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Although society has changed over the last few decades and with 
increasing openness and understanding regarding sex and sexuality, the 
matter of donor insemination is still a topic for secrecy (3; 4; 21; 25). 
What follows are some of the factors that help to maintain this secrecy.
Factors Maintaining Secrecy
Secrecy and disclosure
Initially it seemed that secrecy was advocated to protect the child (22). 
Parents thought that the child would experience stigma from those outside 
of the family and that they would be made to feel different. There was 
also the fear that the child would reject the father, and/or that other family 
members might reject the child (21). Interestingly, however, in a survey 
of couples that had completed a confidential questionnaire about 
psychological factors related to donor insemination, at least 60% of 
people had told another person and 81% had regretted telling that person 
(26). This suggests that maintaining the secret about DI is not easy and 
that disclosure is problematic. However, the couples in Klock and 
Maier’s (1991) (26) study appeared to regret telling someone because it 
made them feel that they might be forced to tell their children about their 
genetic origins to prevent accidental disclosure. This had resulted in them 
seriously regretting their decision. It seems, therefore, that these couples’ 
commitment to keeping their children’s donor offspring status secret, was 
greater than their own need to teU someone about it, even though the 
pressure of trying to hold a secret seems clear.
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However, the extent of the long-term effects of accidental disclosure 
should not be underestimated. Adoption research and family therapy 
experience has shown that family relationships can be damaged when 
they are based on deception (6; 7; 27). A child or teenager who suddenly 
learns about their true origins, are likely to be psychologically shocked 
(7). If the truth comes out at a time of anger or crisis the impact is likely 
to be even greater. It would seem advantageous, therefore, to begin 
telling the children about their genetic background from a younger age. 
Following accidental disclosure, the difficulty of trusting parents and 
rejecting their father is likely to have ongoing implications for famihes 
and should be taken into consideration at the pre-treatment counselling 
sessions.
In addition, family systems/therapy literature has suggested that secrets 
are maladaptive to healthy family fimctioning because they place 
obstacles between those who know the secret and those who do not (12). 
Secrecy often extends beyond the nuclear family to grandparents, aunts, 
uncles and other family members, who parents fear might judge the child. 
The web of deceit, therefore, extends quite widely and the pressure 
intensifies as the parents try to cope with demanding questions from 
jfriends and relatives about whom their child looks like or whom they take 
after (2; 21). Anxiety is then raised when associated topics are 
discussed.
It has also been suggested that children pick up non-verbal clues when 
secrets are held within the family and become confused, anxious and 
show symptoms of psychological disorder (3; 13; 28). In one of the few 
interviews with DI young adults Snowden et al., (1983) (2) quote:
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'I t was just a general thing -  it was ifV d  always known there was 
something wrong, Fd always known there was something amiss -  
suddenly being told that, it was as if  a huge great weight had been 
lifted o ff my shoulders. **
(Snowden, Mitchell and Snowden, 1983:98-99)
This quote illustrates the way in which this particular young adult had 
picked up verbal or non-verbal clues, which made him feel that something 
was different. It appears that the family system can become disturbed if 
DI is kept secret within the family and indeed the majority of couples in 
Klock & Maier’s (1991) (26) study had felt that psychological 
consultations before treatment, would have been beneficial.
Secrecy and infertility
Secrecy also appears to be upheld in order to protect the parents 
themselves. Fertility in men is still associated with masculinity and 
virility and men have reported a fear of being stigmatized by others if 
they knew of their infertility (3; 21; 22; 29). In a study of 184 DI couples, 
a relationship was found between stigma and father’s parental warmth and 
the study indicated that father’s who feel greater stigma overall may 
psychologically distance themselves from their DI offspring (29). It 
seems that women too have felt the need to protect men fi*om the 
stigmatization of infertility and when awkward questions are asked about 
why couples have not had children, or problems of conception are known, 
women are allowing themselves to be perceived as the infertile ones (2).
105
The adoption literature has also recognized the stress of infertility, in 
particular the shame, anxiety, depression, low self-esteem and marital 
difficulties equated with not being able to have a biological child (30; 31). 
Resolution of the loss of infertility and the ‘letting go’ of their identity as 
biological parents has been argued as essential in providing a caring 
environment and strong parent-child relationships in adoptive families 
(32; 33). hi DI families it seems that the recipients of donor sperm are 
part of a larger social system, which protects men from the stigma of male 
infertility, hi keeping the secret they are maintaining this view at both a 
social and family level. For these families, disclosure would disrupt the 
internal familial and societal equilibrium and they would be faced with 
not only try ing to resolve the loss and grief of infertihty but also their 
own and others negative beliefs that male infertility is shameful. This has 
implications for therapy. It may be that psychologists need to consider 
the meaning that families currently hold about male infertility and 
facilitate them in finding a new meaning which is more congruent with 
them being recipients of donor sperm.
Secrecy and the medical profession
The medical profession was previously under enormous pressure from the 
church to cease practicing DI and later in the 1960’s the Feversham 
Committee (1960), a government interdepartmental committee, declared 
that donor insemination was, “undesirable ”, and that donation was, an 
activity which m ight be expected to attract more than the usual proportion 
of psychopaths (34).” With DI being viewed so negatively the medical 
profession kept each other protected by advising and advocating secrecy. 
Often they would advise couples to have intercourse after insemination 
because that way nobody could conclusively say that the husband was not
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the biological father (26). Additionally, the medical profession felt the 
need to protect the donors’ anonymity, partly because they feared that the 
supply of donor sperm would ‘dry up’ and partly because it was their 
colleagues who were providing gametes for financial gain (21; 24).
Currently there are other issues that may influence the physician’s view 
on openness. There has always been an element of trust between doctors 
and the recipients of donor sperm, who assume that the doctor is carefully 
matching for characteristics. However, many couples have openly 
questioned this and showed some uncertainty in the care taken in 
matching (29). Judith Lasker (1993) (23) suggests that, "secrecy 
reinforces practitioners * control over donor choiceT In return the 
medical profession have also had to trust that donors were donating their 
own sperm (35). Since it is likely that the commercial viability of sperm 
banks must have influenced the practice of physicians to some extent, 
Lasker (1993) (23) calls for more recent research about physician’s 
current opinions on secrecy. If the sharing of information between 
donors and recipients is advocated then their practices will be scrutinized 
and they may be open to claims of malpractice, leading to a tightening of 
information rather than opeimess.
It could be suggested that the medical professional system (where each 
practitioner of DI is a component part of that whole system) has also used 
secrecy to sustain its own internal equilibrium. This in turn may 
inevitably influence the family system as a result of their communications 
and interaction. This mirrors the adoption literature, which suggests that 
adoption agencies went to great lengths to avoid adoptive parents and 
birthparents meeting one another, and where all the records held about
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that adoption were sealed by court order (36). However, social services 
protection of the adoptive parents was found to be misplaced since, as we 
have seen, not only did adoptees need to resolve issues of infertility but 
birthparents and the adoptees themselves needed to be able to make 
genetic connections (37). If the adoption experience were considered in 
any way similar to that of DI, it would seem that openness in DI is 
essential if families and donor offspring are to exist as a healthy 
psychologically functioning family system.
Secrecy and donor anonymity
Another factor maintaining secrecy in DI is that parents have also 
indicated that they feel that it is unfair to tell the child that they are 
conceived from donor gametes when they are unable to provide the child 
with identifying information about the donor (3; 21). Adoptive parents 
have expressed similar concerns regarding the impact of openness (i.e. 
sharing information about the adopted child’s birthparents) on their 
children (38). However, research has showed that adoptive parents who 
revealed the identity of the birthmother and allowed contact, experienced 
less fear that the birthparents would reclaim their child (39), more 
empathy towards the birthmother and more confidence generally in their 
own relationship and attachments to their child, resulting in an ease about 
talking to their children about the adoption process (40). Although the 
research on the impact of openness on adopted children has not found 
many differences in children’s adjustment (41), given the importance of 
secure parental attachments in the psychological development of children 
(42; 43; 44; 45; 46; 47; 48) it seems likely that the positive outcomes of 
openness for adoptive parents would be beneficial to the structure of the 
family system as a whole and has implications for DI families.
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Another consistently held argument for maintaining secrecy and not 
providing identifying information about the donor, is because this may 
cause a decline in those willing to come forward and donate (49).
However research has suggested that donors would be willing to be 
identifiable (50; 51). In Sweden, where it was made law in 1985 for 
donors to agree to identifying information being released when the child 
is eighteen, there was initially a decline in sperm donation but 
subsequently this changed as more mature donors were recruited.
In Daniels and Lewis’ (1996) (52) review of the gifting and selling of 
semen, they talk at length about the psychosocial implications of 
donation, the meaning behind making it a gift rather than a transaction 
(which requires no reciprocation) and the importance of valuing this gift 
at a societal level. However, they draw little attention to the impact on 
the family structure of a third interested party. It certainly seems 
beneficial to recruit more mature donors who feel a responsibility towards 
their offspring, enough to allow them to have identifying information and 
Daniels and Lewis (1996) (52) draw attention to the importance of 
preparatory counselling for men whom are considering being donors. 
However, they do not give any indication of the nature of this counselling 
or the need to consider the extent to which the donor might want to 
become involved with his offspring. However, Purdie et al’s (1994) (51) 
study in New Zealand where there is a general policy of openness, has 
suggested that there is an interest in reciprocal information from the 
recipients by prospective donors.
It would seem, therefore, that the need to know one’s genetic inheritance 
is not necessarily one-way. It may be that those donors, who are more
109
psychologically aware and are donating because of social and altruistic 
motives, may also find it difficult to remain out of touch with their 
offspring until they are eighteen. This would need to be given serious 
consideration within the therapeutic context and would have implications 
for the donor offspring themselves, if they were still unaware of their 
genetic origins. The psychological consequences on the giver, the 
receiver and the offspring of DI are far reaching and as Annette Burfoot
(1993) (53) suggests, may need a shift in the societal system and values 
regarding the traditional nuclear family as optimum, if three parent 
families are to function successfully. A family systemic approach to 
therapy is perhaps an appropriate way of thinking about and facilitating 
DI families and donors to find new meanings and narratives with which to 
redefine their less traditional family status.
It seems, therefore, that in discussing the factors maintaining secrecy 
many questions have been raised about the possible ongoing 
psychological implications for DI families. As a result, there seems to 
have been a general move towards openness and it would seem important, 
therefore, to look at these factors in more detail.
Factors advocating openness
The call for openness has come from many quarters and is currently being 
hotly debated in the media (54; 55). It seems that psychologists and 
social scientists have suggested that the rights of the child/adult to be 
informed should be the first priority and this is reflected in the Wamock 
Report (1984) (56) that suggested a legislative and regulatory framework. 
The law, which regulates this area, is called the Human Fertilization and 
Embryology Act 1990. This act clearly states that:
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"A woman shall not be provided with treatment services unless 
account has been taken o f the welfare o f any child who may be 
bom as a result o f the treatment (including the need o f that child 
for a father), and o f any other child who may be affected by the 
birth." (HFEA 1990)
Cuirenüy the 1990 Act Clause 31: 3 allows those who are 18 the right to 
access non-identifying information, and also those 16 year olds who 
might be wishing to get married, the right to know if their partner is 
related to them or not. However, the availabihty of this information 
assumes that the donor offspring child/adult has already been told about 
their genetic origin. Since most offspring to-date are not told, then being 
able to access non-identifying mformation seems little consolation. Not 
knowing, and the lack of identifying information have been argued as an 
infnngPMTiRnt on personal rights and in 1987 Wamock argued that if donor 
offspring are not told of their DI status then, they are being wrongly 
treated,” (57).
At the same time Wamock (1987) (57) broaches the subject of whether it 
is a couple’s right to have a family. The medical profession, however, 
seems committed to the race to advance technology and achieve newer 
reproductive techniques. At the same time the pressure put on families to 
produce children has not abated and the psychological pain experienced 
by infertile men and women has been reported (58).
The availability of research with adult donor offspring seems particularly 
crucial if the debate on openness versus secrecy is to be advanced.
I l l
However, it seems that this has proved extremely difficult. The DI 
Network, set up in the 1980s as a support group for parents of donor 
offspring, knows of only six adults in this country who have been told 
that they are donor offspring and who know of the DI Network. 
Considering the thousands of offspring there must be in the UK, it 
illustrates quite dramatically the secrecy surrounding DI. It is not known 
how many of them know that they are donor offspring but access to them 
through DI clinics has been difficult. The medical profession often 
claimed to have destroyed records although others have questioned this 
and claimed that it is a, "common deception o f DI doctors f  (59). 
Additionally, the medical profession is reluctant to release information 
about recipients of donor sperm because of concerns of confidentiality 
(although Trisehotis (1993) (60) argues that this is "obstructionism... 
defended in the name o f confidentiality**). In order to develop a better 
understanding of the psychological impact of openness versus secrecy on 
donor offspring, the related literature on adoptees and openness needs to 
be discussed.
Openness and adoptees
In an extensive study Triseliotis (I973)(7) found that adopted children 
needed to know the truth about their genetic links and background and 
talked about needing to ‘complete’ themselves. However, it is important 
to be aware that this sample came from the clinical population and may 
not be representative. However, in a more recent study, adoptees were 
recruited after they had been reunited with their birthparents (61). 
Although initially recruited through a support group, 87% of those 
recruited had left shortly after their reunion, thereby reducing the 
influence this might have had. In relation to this March (1995) (61)
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found that adoptees experienced low self-esteem as a result of not being 
able to answer questions about their biological origins and this led to a 
resolve to search for their birthparents.
Research with adoptees has also had implications for the therapeutic 
context. In a study by Haimes and Timms (1985) (62) adoptees reported 
a need to ‘just talk’. They described how the lack of narrative about what 
it might mean to be an adoptee raised by non-biological parents had made 
it difficult for them to place themselves in a genealogical context resulting 
in low self-esteem (see also (61)). Others have written about the grief and 
loss of not knowing ones birthparents and the need to fantasize and mourn 
as a way of restoring personal efficacy and raising self-esteem (63; 64;
65). It seems, therefore, that for adoptees openness is essential if they are 
to complete their identity formation and make sense of themselves within 
a genealogical context. What follows is a discussion about the available 
research on the experiences of donor offspring.
Research into openness and donor offspring 
The few self-reports available from adult donor offspring have also 
yielded similar data to those of adoptees, especially concerning their 
psychological experiences as a result of their biological unrelatedness to 
one or both parents. Donor offspring reported feeling that they did not fit 
in with their families because of differences in physical features, 
characteristics and talents (66). Others were aware that information had 
been withheld from them, even before they were told about being a donor 
offspring (66; 67). In addition, because disclosure about the use of DI 
was often unplanned, many learned of their conception in circumstances 
that were sudden and shocking (2; 66). However, other donor offspring
113
reported that disclosure had not altered their existing self-concepts (2;
67). Therefore, it would seem possible that even though there is likely to 
be psychological differences between the experiences of adoptees and 
donor offspring, the importance of needing to know their complete 
genetic story may be similar.
Although adult donor offspring are perhaps unavailable for research 
purposes, there has been a recent and important study by Golombok et al. 
(1995) (68). This study looked at the quality of parenting and the social 
and emotional development of the children in DI and IVF (In-Vitro 
Fertilization, a process where the fetus is conceived outside the human 
body and replaced into the female to mature) families compared with 
adoptive and naturally conceived children. Measurements of social and 
emotional development were made by interviewing the mother about the 
child’s emotional and behavioural problems, running tests which looked 
at the children’s attachment relationships to their parents and their 
feelings towards them, and their levels of self-esteem. The results showed 
that there were no group differences between measures of children’s 
emotions, behaviour or relationships with parents. IVF and DI families 
showed superior quality of parenting to families with naturally conceived 
children. Golombok et al. (1995) (68) suggests that since none of the DI 
parents had told their children that they had been conceived using donor 
semen, during early childhood (the children were all between 4-8 years 
old) there is no indication that keeping a secret had a negative affect on 
family relationships (68). However, these findings do not concur with the 
research with adult adoptees or the self-reports available from adult donor 
offspring. The suggestion here is that keeping the DI secret is, in itself, 
not a problem. Following the publication of Golombok et al’s study
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(68); this seemed to produce a flurry of comment and research that 
supported their ideas, which led to the suggestion that parents should not 
perhaps rush to ‘tell’ (4; 16; 25; 69; 70).
It is important therefore to look at Golombok et al.’s (1995) (68) research 
more closely. There appear to be some methodological problems. The 
authors point out that it is likely that DI, IVF and adoptive parents have a 
heavy emotional investment in their much wanted children and that 
therefore it would be likely that they would want to ‘perform’ well for the 
study. However, they do issue a note of caution by drawing attention to 
the fact that since parental investment was high in families where a child 
was conceived by assisted reproduction then they might have expected 
higher scores on the assessments for psychiatric state. This was not so. It 
is possible that the holding of a secret did have some effect on the child’s 
psychiatric state, but that there was no way to measure this within the 
study. Additionally, it is clear that these famihes were not matched for 
parenting skiUs. Future studies might benefit from comparing DI families 
where the children have been told, with DI families where the secret is 
held and a control group of families with naturally conceived children, all 
groups being matched for parenting skills.
The tests for emotional well being appear to be biased towards those 
children who have developed a good degree of academic skiU, such as 
reading, coding, sorting etc. and are able to articulate or understand the 
requirements of the tests. Given the high quahty of parenting with DI 
children, it is not surprising that they scored well on these tests and 
equally may have felt obliged to take part and ‘behave well’. Emotional 
well-being might have been better evaluated by observing children in
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natural play and interaction with the family over time. It is this that 
seems more relevant to the issue of secrecy than the quality of parenting 
skills. Golombok et al. (1995) (68) argues that the parenting style will 
foster the child’s social and emotional development. However Darling & 
Steinberg (1993) (71) in their paper on ‘Parenting Style as Context’, say 
that there will still be problems if the parenting style does not match the 
parenting attitudes. It would seem likely that however good the parental 
style, if secrecy is the attitude towards DI, there will be an incongruence, 
which will eventually affect the child’s emotional well being.
In trying to measure information yielded from 116 hour interviews, it 
became necessary to reproduce the findings in a more manageable way, 
so rating scales were used to numerically represent the data. In doing so 
it seems likely that much of the detail and subtleties of the interviews may 
have been lost.
Although the assessments in this study have some validity for measuring 
the children’s emotional well being, they do not measure their level of 
abstract thinking. Fairly mature levels of abstract thinking would be 
required by these children if they were to reflect on whether their parents 
are emotionally open with them or not (72). It is likely that at this stage 
of their development, children will pick up verbal and non-verbal clues 
sub-consciously but wül not have the necessary reasoning skills to make 
any sense of incongruence at this stage. As Golombok (1995) (68) herself 
admits, we cannot presume that these findings will apply to older 
children, particularly in the light of the importance of the adolescent years 
for identity formation (73) and the development of self-awareness and 
self-reflection.
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Golombok et al.’s (1995) (68) British study was backed up by a European 
Study (see 4; 25) conducted in the UK, Italy, Spain and The Netherlands, 
which showed no group differences for quality of parenting and socio- 
emotional problems in the children using the same research design. Out 
of the 111 DI parents who took part, none of them had told their child 
about their genetic origins and 75% had decided definitely not to tell. It 
appeared that at this stage when the children are between 4-8 years, 
secrecy did not affect family functioning. However, the authors draw 
attention to the fact that this may change as the children grow up. It 
appears, therefore, that this study may not be reflective of, or generalize 
to the subjective accounts of adult adoptees’ and donor offspring’s 
identity experiences. Therefore, what these studies suggest is that 
Counselling Psychologists should consider the possibility that donor 
offspring might still experience unresolved attachment or identity 
problems as a result of an incomplete genetic picture and that this may 
have been exacerbated by the previously held secrecy within the family. It 
is to these issues that this paper attends to next.
IMPLICATIONS FOR COUNSELLING PSYCHOLOGY 
PRACTICE
The Therapeutic Context
From the discussion presented so far, it is clear that there is an interaction 
between the therapeutic needs of the recipients of donor sperm, the donors 
and the donor offspring. In order for recipients to work through any loss 
or grief associated with infertility and avoid anxiety between family 
members it seems that they may need to be open about DI. This would
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require couples to consider in depth the impact on the family, in particular 
the father, and of the child knowing their DI status. Previously held 
secrets may have led to anxiety in donor offspring and openness might 
result in donor offspring experiencing genetic incompleteness as a result 
of a lack of identifying information about the donors. Donors, therefore, 
will need to consider the wider psychological impact of donating, not only 
within their own family but within their recipient family and reciprocal 
relationships might need to be considered. The relationships between the 
three parties are therefore closely intertwined and their therapeutic needs 
could perhaps be better considered within one framework. Therefore, this 
paper proposes a triangular model of DI counselling. For the purposes of 
this paper the individuals presenting for psychotherapy and counselling 
will be referred to as ‘the client’.
Counselling for recipients
To date, there has been very little detailed comment on the nature of 
counselling for DI. Its critics have moved from an originally negative 
view of counselling which failed to recognize the psychological impact of 
decision-making and ‘telling’ (74) to its importance being recognized by 
the HFEA 1990 Act as essential for parents embarking on DI. The HFEA 
proposes that all clinics should offer three types of counselling: 
Implications Counselling; Support Counselling and Therapeutic 
Counselling. It does not, however, specify when the counselling should 
be offered, what type of counselling is appropriate, or whether the 
counsellors should be trained in infertility counselling.
The available research seems to suggest that infertile couples would 
welcome professional counselling and that it should be at least readily
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available (2; 26; 58; 75; 76; 77). Cook et al. (1995) (75) focuses on the 
lack of scripts available for ‘telling’ and suggests that counselling should 
focus on helping parents decide how to tell and when to do so. There is 
some literature available in the form of books (78; 79; 80; 81), but, unlike 
leaflets these would not be readily available in clinics and parents seem 
unaware of their existence (75).
The DI Network was set up in 1984 to provide support for parents with 
DI offspring, and this provides opportunities for parents to get together 
and share their experiences. However in their newsletter dated October 
1996, they suggest that in the last three years 7,000 children have been 
bom as a result of all types of donated gamete treatment but that only 275 
are members of their group. It would seem that either the information 
about support is not readily available or possibly that despite the call for 
openness DI is still being ‘swept under the carpet’.
There appears to be little support available for those who are considering 
embarking on DI treatment. Alexina McWhinnie (1995) (3) conducted a 
study, which looked at the parenting of IVF and DI Children. The data 
was collected from in-depth, non-directive interviews with both parents in 
54 families. McWhinnie (1995) (3) found that many of the parents had 
not given consideration to the problems that they might encounter 
following the birth of their child. McWhinnie (1995) (3) suggested that 
some parents showed, '^basic attitudes o f incompatibilities and inherent 
questions that should be addressed with potential participants before they 
are offered medical 'treatment'for ^infertility^ This suggests that pre­
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treatment counselling would be beneficial since it would give the parents 
plenty of opportunity to consider the major issues identified in this 
review, in particular the stress of holding a secret and the issues which 
arise from deciding when and how to tell your child.
At present the HFEA Patients’ Guide to DI and IVF Clinics (3^  ^Edition 
1997) (1) says that some clinics do offer pre-treatment counselling, some 
offer counselling after treatment and some insist on couples having pre­
treatment counselling as a prerequisite to treatment. It might be 
preferable if the Code of Practice was clearer and stated that all clinics 
were required to give pre-treatment counselling as a matter of course.
One of the problems with pre-treatment counselling is whether it becomes 
a screening method for those couples that would be suitable for treatment. 
Screening within the pre-treatment counselling poses two specific 
problems. Firstly, who, and on what criteria, would couples be filtered 
out (3)? Secondly this process is not one, which sits easily within the 
therapeutic environment. The therapeutic relationship (82) is one, which 
is based on trust, empathy and is strictly non-judgemental. It would not 
be appropriate therefore, for ‘implications’, ‘support’ or ‘therapeutic’ 
counselling to be used as a screening for potential recipients of donor 
gametes.
The dilemmas faced by a psychologist counselling DI recipients and 
donors extend beyond the screening process. The current Zeitgeist is that 
secrecy is no longer advisable because of the ongoing psychological 
implications within DI families, consequently donors and doctors should 
be more open in their approach to DI. However, it may be beyond the
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scope of the therapist to advise their chents about openness. Many 
Counselling Psychologists adopt a non-directive approach and leave the 
clients to decide what is the best course of action (52). Therefore 
‘implications counselling’ presents many difficulties for those who wish 
to inform parents of the ‘rights’ of the child and see openness as an ethical 
issue but are reluctant to bring any influence to bear on their clients.
It may be that part of the intake process at hospital could be to present the 
clients with leaflets to read before they come to counselling. The leaflets 
could spell out the advantages of openness and then allow them to 
develop and explore their own thou^ts and feelings further, within the 
therapeutic context. A family systems approach to therapy may be 
particularly suited to couples considering openness versus secrecy 
because it looks at the existing narratives held within their own family 
and that of society as a whole, and helps them to develop new 
perspectives and meanings, which might be more congruent with the DI 
family structure.
Currently, however, there seems to be no research on the experiences of 
couples in counselling for DI but there is a study by Pengelly et al. (1995) 
(58), which gives an indication of the type of marital stress experienced, 
in counselling with IVF couples. In a psychodynamic approach, Pengelly 
et al. (1995) (58) stress the impact on the ‘couple partnership’ of 
infertility and the ‘psychological division of labour’ between the woman 
experiencing emotional pain and the man taking a supportive role and 
offering solutions. Pengelly et al. (1995) (58) highlights the need for 
therapists to be aware of the danger of a, “dysfunctional split,” occurring 
between couples under stress. At the same time they looked at the
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importance of an integrated team effort between the medical profession 
and the counsellors, particularly since it may be that the medics 
traditionally try to find solutions for the infertility while the counsellors’ 
deal with the emotional and psychological trauma (58).
Certainly, pre-marital stress has been documented in couples seeking DI. 
In a study by Gillet et al. (1996) (83), they sent a questionnaire to assess 
the feelings and the degree of congruence between 50 couples that had 
had a child by DI. The study suggests that the degree of congruence 
between couples is at its lowest before treatment, supporting the view that 
pre-treatment counselling is crucial. However, DI couples will share both 
similarities and differences to IVF couples in counselling. It is likely that 
the ‘psychological division of labour’ wiU be an appropriate model for DI 
couples, since this study upholds the traditionally accepted roles of 
women being caring, related and emotional and men being separate, 
autonomous and finding solutions (84). In addition, Pengelly et al. (1995)
(58) also interviewed couples where the men had sperm deficiencies and 
the, “shameful feelings,” they experienced and the difficulties they had in 
expressing their painful emotions, mirror the secrecy and stigma 
surrounding male infertility in DI couples. For men, the counselling 
context is often the first time that they have been able to discuss their 
problems (58). The counselling experience, therefore, may provide a 
necessary outlet for men’s emotional experiences of infertility and relieve 
women jfrom having to shoulder the emotional burden.
However there are other differences between men and women within the 
counselling context. In Gillet et al.’s (1996) (83) study they also 
highlighted the different levels of interest between the man and woman in
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relation to the donor. The women in general were more interested to 
know something about the donor. Gillet et al. (1996) (83) suggest that 
women feel closely connected to the donor because they are carrying his 
child. This might lead them to experience more curiosity about the 
donors than their partners. The man has no such connection and therefore 
may want to distance himself from the donor as soon as possible. These 
different experiences need to be acknowledged in the counselling context 
in order to help prevent feelings of isolation and separateness within the 
marital relationship.
Therapists also need to be aware that there are subtle differences between 
the types of problems faced by infertile couples, depending on the type of 
treatment they are receiving. The similarities about the stigma 
surrounding male infertility are the same. However with IVF treatment it 
is often the woman who has problems with conception, not infertility and 
so the stigma is about the shame of not being able to get pregnant, which 
is resolved once the pregnancy reaches full-term and the baby is bom. In 
the few cases of male infertility in IVF (only one man out of the 28 
couples interviewed was solely responsible for infertility problems in 
Pengelly et. al’s 1995 study: 58); and in all the cases of DI using donor 
sperm, the problem of infertility is unresolvable and the man can never 
reproduce. The stigma of male infertility lingers on. It would be 
interesting in future studies to compare male infertility in DI with male 
infertility with IVF, to see if there is a particular stigma attached to DI.
A family systemic approach lends itself to consideration of the wider 
implication of individual differences between DI couples. It would take 
into account the fact that each partner brings a separate psychological
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heritage to the relationship and that the influences of childhood family 
attachments will affect how they deal with infertility and DI (18).
Equally, family systemic therapy would acknowledge the relevance of 
other views of infertility outside the couple’s relationship, and their 
impact on the process and resolution of secrecy within the family.
Counselling for donors
How the donors view DI is inextricably linked to the issues of secrecy for 
recipients and donor offspring. Anonymity on the part of donors makes 
openness more difficult for parents telling their children. The HFEA 
specifies that clinics must offer counselling to donors, but that they are 
under no obligation to accept. This means that although they are required 
to give written consent to the use and storage of their sperm and its uses, 
they are not required to have considered the psychological aspects of 
donation.
As highlighted earlier in the review, with the expected phasing out of 
payment for donor sperm, mature donors are now being recruited who 
already have families and are more altruistically driven. This means that 
some of the psychological aspects of donating will perhaps be more 
relevant to the donor and indeed to his family, hi a study by Purdie et al. 
(1994) (51) in New Zealand, couples with children were sent a 
questionnaire about their attitudes to sperm donation. The response 
indicated that women were actively involved in the decision-making 
processes about donation. They seemed equally concerned about how 
many times their partner should donate and who the recipients would be. 
In addition, they were more concerned about how donation would impact 
on the exclusivity of their relationship vrith their partner. Purdie et al.
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(1994) (51) concluded from this study that counselling and information 
evenings about donating sperm should involve the donor and his partner, 
since the decisions made are likely to effect the whole family. This 
would certainly concur with a family systems approach, which would also 
be alert to the impact of donation on the structure of the family as a 
whole.
It is not clear at present whether donors in the UK would benefit from this 
family approach to counselling. Currently donors have been recruited 
who are mainly single and being offered payment. These donors prefer 
anonymity and are not interested in taking advantage of counselling (85). 
However, although the research by Purdie et al. (1994) (51) did not 
specifically address the question of counselling it would seem that when 
donor’s have partners and families already, the couple’s willingness to 
talk and consider the implications of donating sperm might lend itself 
towards a more family systemic approach to therapy and counselling.
We saw earlier, the extent to which the involvement by donors in the 
assisted reproduction process is likely to increase along with an increased 
psychological and social awareness of the benefits of donating. Purdie et 
al.’s (1994) (51) study draws attention to the interest shown by potential 
donors in receiving reciprocal non-identifying information about the 
recipients. Counsellors should be aware of the needs of donors and the 
possible ramifications for donor offspring who have not been told, if 
donors become more interested in receiving reciprocal information.
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Counselling for donor offspring
Although the concern about the damage of secrecy on donor offspring’s 
psychological well being has been widespread, as yet there is little written 
about making counselling provision for those who might need it. This is 
likely to be as a result of the lack of research with adult offspring who 
m ight be able to confirm or disprove that secrecy has led to psychological
problems.
The HFEA has suggested that donor offspring should be counselled if 
they require information about the donor, but this is an implications type 
counselling rather than support or therapy for psychological problems, 
resulting firom secrecy. Research with adoptees has suggested that they 
wanted to ‘talk’ about their experiences of being adopted and to ‘re-story’ 
their life as adoptees (62). If donor offspring share similar identity 
experiences to adoptees, they too may benefit firom similar therapeutic 
intervention. However, the secrecy surrounding the practice of DI might 
mean that other family members are less willing to talk openly. In such 
cases it is likely that individual therapy would be more appropriate for 
donor offspring than family therapy, although thinking about the donor 
offspring as part of the family system might still be helpful in 
understanding any ongoing family problems or resistance to openness by 
other family members.
It is hoped that if counselling is needed, donor offspring will be referred 
to those centres where infertility counselling for DI is already conducted, 
in order that the type of problems that they present with can be fully 
understood. However, this may not be the case and therefore education 
amongst health professionals, counsellors, psychologists and
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psychotherapists is essential if the full implications of DI are to be 
understood.
CONCLUSION
The evaluation and critique of the literature and its links to adoption 
research seem to suggest that secrecy in DI can create psychological 
problems for DI families and that donor offspring are likely to feel 
biologically incomplete and suffer from low self-esteem, loss and grief as 
a result of not knowing or being able to identify their donors. Openness 
and the recruitment of more mature donors in other countries has meant 
that donors and their families are, or will be, more actively involved in the 
process of donation and require counselling about the extent of their 
involvement and the meaning behind donation.
Since Counselling Psychology draws upon a wide body of theory and 
research (86), the family systemic model of therapy may be a useful 
model to consider when working with this client group. Most importantly 
it considers the impact of secrecy on both the immediate family and the 
fam ily in a wider societal context. It also addresses the need for 
individuals to consider new perspectives and find meaning within their 
families as a result of DI. However, individual therapy may be more 
appropriate when ongoing secrecy has made it difficult for family 
members to initially talk together. The implications for counselling 
psychology are that the ‘DI experience’ is interactive and that any 
therapeutic intervention needs to consider a triangular model that 
understands the interaction between DI recipients, offspring and donors. 
However, further research needs to be carried out with both adult donor
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offspring and the attitudes towards, or experiences of, donors. However, 
given the complexity of relationships, quantification of the psychology of 
feelings, meanings and emotions may not be appropriate. Future research 
might benefit firom a qualitative approach that recognizes the subjectivity 
of experience and importance of individual meanings.
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1 ABSTRACT
2
3 In the absence of research with adult donor offspring, this study begins to
4 bridge that gap by asking individuals about their experiences as donor
5 offspring and considering the implications for Counselling Psychology.
6 Sixteen participants (thirteen male, three female, age range 26-55)
7 recruited through donor insemination support networks in UK, USA,
8 Canada and Australia, were sent semi-structured questionnaires by email
9 and post. Using Identity Process Theory as a framework for
10 understanding participants’ accounts, the data were qualitatively analyzed
11 using Interpretative Phenomenological Analysis. Participants consistently
12 reported mistrust within the family, negative distinctiveness, lack of
13 genetic continuity, frustration in being thwarted in the search for their
14 biological fathers and a need to talk to a significant other (i.e. someone
15 who would understand). These experiences could be hypothesized as
16 being indicative of a struggle to assimilate-accommodate and evaluate
17 information about their new identities as donor offspring. Counselling
18 Psychologists need to be aware of these identity issues if they are to meet
19 the needs of donor offspring within therapeutic practice.
20
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1 INTRODUCTION
2
3 “For the [donor offspring] child’s sake particularly I prefer
4 that absolutely nobody but the parents themselves should know
5 of the [donor] insemination therapy. My last advice to the
6 parents is that under no circumstances should they, or need
7 they, ever tell the child the method of conception -  in fact they
8 should forget about it themselves.”
9 (Bloom, 1957, p.207)
10
11 With secrecy advocated amongst families and identifying information
12 about the donor father withheld, few people conceived through DI know
13 of their donor offspring status. Current arguments in the media for and
14 against donor anonymity and the rights of donor offspring (see Bom,
15 1999; Reeves, 1999) have relied largely on a handful of self-reports,
16 speculation and comparisons with adoptees. The few self-reports
17 available (Baran and Pannor, 1993; Snowden et al., 1983; Vercollone et
18 al., 1997) have indicated a number of concerns. Some donor offspring
19 reported feeling that they did not fit in with their families because of
20 differences in physical features, characteristics and talents (Baran and
21 Pannor, 1993). Others were aware that information had been withheld
22 from them, even before they were told about being a donor offspring
23 (Baran and Pannor, 1993; Vercollone et al., 1997). In addition, because
24 disclosure about the use of Dl was often unplanned, many learned of their
25 conception in circumstances that were sudden and shocking (Baran and
26 Pannor, 1993; Snowden et al., 1983). However, other donor offspring
27 reported that disclosure had not altered their existing self-concepts
28 (Snowden et al., 1983; Vercollone et al., 1997).
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1 Studies with donor offspring aged 4-8 years (Golombok et al., 1995,
2 1996; Golombok and Murray, 1999) found no significant differences in
3 the socio-emotional welfare of donor offspring, compared to adopted
4 children, children conceived normally and children conceived through
5 IVF. However, it is likely that these children were too young to have
6 developed the abstract thinking that would be required for them to reflect
7 in depth on their parental relationships and psychological well-being.
8 Therefore, we cannot presume that these findings will apply to older
9 children, adolescents or adults, particularly in the light of the importance
10 of the adolescent years for identity formation (Erikson, 1968; Kroger,
11 1989). Although inconclusive, reports from adult donor offspring have
12 highlighted a number of issues that may be of interest in considering the
13 psychological implications of being a donor offspring.
14 Because of the limited research with adult donor offspring, others have
15 drawn on literature and research in the related field of adoption (Daniels
16 and Lewis, 1993; Haimes, 1988). However, Shenfield and Steele (1994,
17 1997) have drawn attention to the dangers of assuming that adoptees, who
18 have been ‘abandoned’ by their birthparents, would share the same
19 identity issues as donor offspring, whom they argue are very much
20 wanted by their biological mother and adoptive father, even before
21 conception. In addition. Walker and Broderick (1999) suggest that there
22 is little similarity between adoption and medically assisted reproduction
23 using donation and that the donors and recipients see few parallels.
24 Despite the criticisms, it would seem a useful starting point from which to
25 consider the experiences of donor offspring.
26
27 Previous research that has looked at the experiences of adult and
28 adolescent adoptees has often been located within an identity framework
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1 (Grotevant, 1997; Haimes and Timms, 1985; Stein and Hoopes, 1985;
2 Triseliotis, 1973). In the light of this research, it would seem appropriate
3 to find a theory that considers not only how identity is constructed or
4 whether reformulation occurs due to change, but also how donor offspring
5 might cope with the potential threat to their existing identity when they
6 learn of their conception by donor insemination.
7
8 In identity process theory (IPT), Breakwell (1986, 1996) directly
9 addresses threat to identity. She suggests that there are four major
10 principles of identity -  self-esteem, continuity, positive distinctiveness
11 and self-efficacy - that guide the identity processes of assimilation-
12 accommodation and evaluation (which describe how new material is
13 incorporated into the identity structure) and define the end states that are
14 desirable for identity. Breakwell suggests that a threat to identity can be
15 defined as occurring when the processes of identity are no longer able to
16 comply with the identity principles and various intrapsychic,
17 interpersonal, or intergroup coping strategies are employed in an attempt
18 to restore feelings of self-esteem, positive distinctiveness, continuity and
19 self-efficacy.
20
21 The principles, which are said to guide the processes of assimilation-
22 accommodation and evaluation, also seem relevant to the key issues
23 directly reported by adoptees themselves. For example, Sants (1964)
24 originally identified the stress of ‘genealogical bewilderment’ in adopted
25 children, an idea that seems to occur in most of the adoption research.
26 Adoptees have reported needing background information to ‘complete
27 themselves’ (Triseliotis, 1973) and parental identification or genetic
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1 continuity (Stein and Hoopes, 1985), suggesting that continuity may be a
2 desirable principle of identity for adoptees.
3
4 In addition, adoptees have reported that the stigma surrounding adoption
5 is also about not being able to answer questions about biological origins.
6 Adoptees reported that an inabihty to answer such questions led to low
7 self-esteem and a resolve to search for their birthparents (March, 1995).
8 This need to search has been described as an attempt to make sense of
9 oneself and to ground oneself in reality by achieving a sense of belonging
10 (Brodzinsky et al., 1992; Krueger and Hanna, 1997). Invoking IPT it
11 could be that for these adoptees, not knowing their biological origins led
12 to an incomplete sense of self, which resulted in low self-esteem and a
13 possible threat to identity.
14
15 Adoptees’ sense of incompleteness, lack of genetic continuity and low
16 self-esteem has had implications for the therapeutic context. In a study by
17 Haimes and Timms (1985), adoptees reported a need to ‘just talk’. They
18 described how the lack of narrative about what it might mean to be an
19 adoptee raised by non-biological parents had made it difficult for them to
20 place themselves in a genealogical context resulting in low self-esteem
21 (see also March, 1995). Others have written about the grief and loss
22 experienced by adoptees for the birthparents whom they do not know; and
23 the need to fantasize as a means of mourning and of retaining a sense of
24 personal efficacy in order to raise self-esteem following the deprivation of
25 not knowing one’s birthparents (Litton, 1994; Miller-Havens, 1996;
26 Nickman, 1996). The implications for Counselling Psychology seem to
27 be about adoptees not only needing a forum within which to talk, but also
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1 a forum within which their particular needs to construct a past and be
2 understood within a genetic context can be met.
3
4 Many of the concerns expressed by adoptees have been taken up in the DI
5 literature with recipients of donor sperm expressing concerns about
6 disclosing to their children because of societal stigma (Cook et al. 1995;
7 Rumball and Adair, 1999) and also because of the stigma surrounding
8 male infertility (Daniels and Taylor, 1993; McWhinnie, 1995; Natchtigall
9 et al., 1997; Snowden and Mitchell, 1981). hi particular, women have
10 not disclosed in order to protect their partners from societal stigma,
11 resulting in a general lack of openness (Snowden et al., 1983). This lack
12 of openness may have implications for donor offspring’s sense of
13 distinctiveness and social worth (Breakwell, 1986,1996) and their abihty
14 to feel free to talk openly about their new identities.
15
16 As a result of secrecy, it has been suggested that in families where
17 children are conceived by donor insemination and this information is not
18 disclosed, children may pick up ‘hidden clues’ and there may well be
19 damage to family relationships (Karpel, 1980; McWhinnie, 1984,1995).
20 Subsequent disclosure might affect donor offspring’s perception of
21 honesty and trust within family relationships, attributes that are highly
22 socially valued (Baran and Pannor, 1993), thus threatening their sense of
23 familial continuity. This may lead individuals to reject family members
24 or family values in order to protect identity, if being a member of that
25 family group reduces self-esteem or self-worth.
26
27 In criticism of the DI literature advocating openness. Walker and
28 Broderick (1999) suggest that secrecy is a word that is ‘emotionally
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1 laden’ and could equally be better described as ‘maintaining privacy or
2 confidentiality’ (p.39). They also criticise Baran and Pannor’s (1993)
3 book 'Lethal Secrets' for only including those who describe difficult
4 childhood memories. However, they do not acknowledge the possibility
5 that maintaining such secrets within the family, or ‘maintaining privacy’,
6 might place additional burdens on the marital relationship. In particular,
7 there may be a difference in the importance this may have for the mother
8 and father because of the stigma of male infertihty and the father’s lack of
9 genetic connection to the child. Finally, Walker and Broderick (1999)
10 claim that there will be many other ‘unknown’ donor offspring who are
11 not present in the clinical population, who are unaffected by disclosure.
12 However, there is no evidence to support this claim and indeed it seems
13 likely that secrecy has led to many donor offspring being unaware of their
14 origins.
15
16 If there is a parallel between the experiences of adoptees and donor
17 offspring, then the need for counselling and therapeutic provision is
18 equally relevant. These needs have been recognized in the form of
19 support groups, such as NORCAP (The National Organization for the
20 Counselling of Adoptees and their Parents) and in the counselling
21 provision made for those seeking birth records. However, there are no
22 such provisions for donor offspring.
23
24 Objective of Study
25 This study aims to consider the therapeutic and counselling needs of
26 donor offspring by asking a group of individuals conceived throu^ DI
27 about their experiences. The analysis of their accounts of these
28 experiences will be informed by -  but wdU not seek to test -  Breakwell’s
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1 (1986,1996) identity process theory and her work on coping with
2 threatened identities. The study will consider the impact, if any, of
3 disclosure, the occurrence of secrecy in families on this issue and the
4 meaning this has for both the individual and their relationships with
5 others. It will also consider whether the donor offspring were aware that
6 information was being withheld from them and whether this had any
7 particular meaning for them in relation to existing family relationships.
8 The study is interested in the ways in which the lack of identifying
9 information about participants’ biological fathers has affected donor
10 offspring’s sense of genealogical continuity and distinctiveness and
11 whether this has led them to search for their donor fathers. Finally, it
12 considers the perception of ‘openness’ in DL What meaning does
13 ‘openness’ have for donor offspring and what effects might it have on
14 their perception of being a donor offspring? Consideration will also be
15 given to donor offspring’s need to talk and their ability to talk openly
16 about being a donor offspring.
17
18 METHOD OF STUDY
19
20 How the sample was recruited
21 Donor Conception Support Networks were contacted in the UK, USA,
22 Canada and Australia and were asked to forward a letter describing the
23 research to all their donor offspring members. Subsequently 18 people
24 voluntarily contacted the researcher by email or post and agreed to take
25 part. Two dropped out, one because of illness and one because of work
26 commitments. All participants were required to be 16 and over and those
27 between the ages of 16 and 18 required written parental consent.
28
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1 Recruitment of participants was undertaken on an international basis
2 because the secrecy surrounding the practice of donor insemination has
3 meant that there are very few individuals who know that they are donor
4 offspring. All those who took part were conceived in countries where
5 they had no legal right to know the identity of their donor. It was
6 anticipated that the widespread location of participants around the globe
7 and the time differences between these countries would make face to face
8 and telephone interviewing impractical, so a semi-structured
9 questionnaire was constructed, which could be sent to the participants via
10 email. The questions were based on findings from research on adoption
11 and the current literature surrounding donor insemination. Email was
12 chosen as the means for communication because it was considered
13 immediate, facihtating an ease of dialogue between the investigator and
14 participants. This was considered beneficial in providing post-research
15 support for those taking part in a study that was potentially sensitive. It
16 also allowed for ease of follow-up, enabling the investigator to clarify
17 participants’ responses and encourage a more in-depth response by
18 requesting elaboration, if necessary. Initially, two participants were
19 unable to receive email and information was sent to them through the
20 post. However, for the follow-up, one of these participants had acquired
21 an email address and chose to be contacted that way and the other
22 participant was telephoned. All participants were either mailed, or
23 emailed a consent form providing details of confidentiality procedures.
24 This was signed by participants and returned by post. Finally a
25 demographic questionnaire was emailed or sent by post, eliciting general
26 background information (age, gender, ethnicity, education, marital status,
27 number of children and parental marital status). These were then
28 completed and returned either by email or by post.
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1 The main questionnaire consisted of twenty-seven questions most of
2 which were open-ended. The questions focused on areas which might
3 relate to the identity experiences of donor offspring and addressed the
4 following issues; the circumstances surrounding the disclosure of the
5 participants’ conception through DI; the extent to which this had been
6 kept a secret from them and their awareness of this secret; their
7 experiences of trying to trace and search for their genetic father (the
8 donor) and the implications these experiences might have for identity;
9 their current perception of donor insemination and how famiUes should
10 m a n a g e  opcimcss VS. sccrccy; and therapeutic issues. The final question
11 gave the participants the opportunity to write about anything that was
12 important to them, which they felt had not been covered by the
13 questionnaire.
14
15 Analvsis and Evaluation
16 The questionnaire data were qualitatively analyzed using Interpretative
17 Phenomenological Analysis (IPA) (Smith, 1996a; Smith et al., 1997,
18 1999). IPA emphasizes both the individual’s personal perception and
19 account of their experiences, whilst recognizing the interactive and
20 dynamic nature of the researcher’s involvement with the data (Smith,
21 1996a; Smith et al., 1997). IPA is concerned with what the individual
22 thinks and believes in relation to the subject being investigated. Whilst
23 recognizing that an individual’s thoughts cannot be simply gathered from,
24 for example, responses to a questionnaire, the researcher engages m the
25 analytic process in order to be able to say something about those thouÿits
26 (Smith et al., 1999). It was considered appropriate to use IPA as a means
27 of analysis for this research because of its potential for providing
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1 interesting insights into the subjective perceptual processes involved
2 when individuals try to make sense of their identity experiences as donor
3 offspring.
4
5 The analysis began with the questionnaire that provided the most fully
6 elaborated account. The first step involved repeated reading of the
7 completed questionnaire. Notes were then made in the left-hand margin
8 of any responses or phrases that were of interest or significant in relation
9 to the research questions and focused on the participants’ thoughts and
10 feelings about their identity as a donor offspring. It was important at this
11 stage to keep re-reading the questionnaire responses in order to become as
12 intimate as possible with the data. With each re-reading, new insights
13 became available and it became possible to start making associations and
14 connections between different aspects of the data. As each theme
15 emerged a key word was used to both identify that theme and encapsulate
16 the significant phrases responsible for its emergence. This process was
17 repeated throughout the questionnaire. A separate sheet was then used to
18 list the emerging themes and look for connections between them.
19 Sometimes significant phrases were to be found under two separate
20 emerging themes and this constituted a connection. At other times,
21 participants made connections and associations themselves. Themes
22 connected together were then grouped and regarded as higher order
23 themes. The process of categorisation was repeated to ensure that the
24 themes connected within higher order themes were consistent with the
25 primary source material. This process was repeated with the responses to
26 all the other questionnaires. The final lists of themes from each
27 questionnaire were then brought together into one grouping and
28 consolidated, using a similar process as before. The process was cyclical
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1 and each time any new themes emerged from subsequent questionnaires
2 they were tested against earlier responses.
3
4 Traditional evaluative criteria such as reliability were inappropriate in this
5 study because they are based on the assumption of researcher objectivity
6 and disengagement from the analytic process. Therefore alternative
7 criteria for evaluating research such as internal coherence and
8 persuasiveness through grounding in examples (Elliott et al., 1999; Smith,
9 1996b) were used through an inspection of the raw data and the
10 interpretations presented. A colleague checked the final lists of higher
11 order themes to see that they were firmly grounded in the data. In
12 addition, where possible, the emerging themes and interpretations were
13 supported by direct quotations from the data to make the analysis
14 transparent to and easier to evaluate by others. Furthermore, a
15 preliminary report of the research was sent to all participants to allow
16 them to check the data interpretations and to provide what Elliott et al.
17 (1999) have termed a ‘credibility check’. All of the 12 participants who
18 replied agreed with and welcomed the interpretations that were offered,
19 thereby enhancing the credibility of the analysis. Throughout the
20 analysis, ellipsis points (....) indicate the omission of material from
21 quotations; square brackets [ ] provide material which helps elucidate the
22 subject matter of the quotations; double quotation marks “...” indicate
23 direct quotations from the participants’ responses; and single quotation
24 marks ‘... ’ indicate the participants’ own emphasis and use of idiomatic
25 phrases. Pseudonyms have been used to protect participants’
26 confidentiality.
27
28
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1 FINDINGS
2
3 Biographical Data
4 There were thirteen female (81.3%) and three male participants (18.8%),
5 with a mean age of 44.6 years (range 26-55; SD =8.8). Eleven
6 participants (68.8%) were American and residing in the USA, one
7 participant (6.3%) was American and British residing in the USA, one
8 participant (6.3%) was Canadian residing in Canada, one participant
9 (6.3%) Australian residing in Australia, one participant (6.3%) American
10 residing in Britain and one participant (6.3%) British and temporarily
11 residing in Australia. Twelve (75%) participants had obtained a degree or
12 higher (six participants (37.5%) had masters), one participant (6.3%) had
13 a diploma and three participants (18.8%) had several years of college
14 education but no degree or diploma.
15
16 Nine (56.3%) participants were married, four (25%) divorced and three
17 (18.8%) single. Eleven (68.8%) participants had siblings. One (6.3%) of
18 these participants had a sibling who was adopted, so they both had totally
19 different biological parents. All the rest of the participants reported
20 sharing the same biological mother with their siblings. Two (12.5%)
21 participants reported having a sibling vrith whom they shared the same
22 biological father, one (6.3%) of whom reported having proved this
23 through DNA testing. All the others assumed there was no biological
24 connection between the paternity of themselves and their siblings,
25 although five (31.3%) of the participants stated that they were guessing or
26 making an assumption about this.
27
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1 Five (31.3%) participants had parents ’who were alive. Two out of the
2 five sets of parents had divorced and the others were still married. Eleven
3 (68.8%) participants had parents who were deceased. Eleven (68.8%)
4 participants had children. All of the participants’ children were naturally
5 conceived but in addition, one participant (6.3%) had three step-children
6 and another participant reported having surrendered her child to adoption
7 as a baby.
8
9 Emergent Themes
10
11 Life as a He/Mistrust
12 Although there was little commonality amongst participants about the
13 time, place and style of disclosure, many participants reported feeling
14 shocked at discovering their status as donor offspring. Imogen said;
15
16 Part of me was shaken and profoundly shocked. Part of me was
17 utterly calm, as things suddenly fell into place, and I was faced
18 with an immediate reappraisal of my own identity. (...) On the
19 one hand, it was immensely liberating, and on the other, it meant
20 the loss of the ‘bottom’ of my world and all the familiar
21 parameters.
22
23 Imogen’s account seemed to reflect her confusion of emotions following
24 the shock of disclosure. The safety of her “familiar” world had been lost
25 and she was faced with trying to reappraise her identity. The shock and
26 reappraisal of her identity was perhaps indicative of a feeling of genetic
27 discontinuity, i.e. a disruption in the continuity of her identity as a
28 biological product of both her parents, which was common amongst many
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1 participants. This experience was also described by Hazel who said: “In
2 the following weeks I began to question my existence.”
3
4 Hazel’s description seemed to suggest that her identity was threatened to
5 the very core of her understanding. The effects of such discontinuity are
6 liable to produce feelings of emotional instability (Breakwell 1986), and
7 this is reflected in Rose’s account as she described experiencing myriad
8 emotions after disclosure:
9
10 Shocked, trembling, happy, liberated. I felt as though I’d slammed
11 into something -  stunned, but not harmed. I started to cry, then the
12 tears stopped before they really even came out.
13
14 So it seemed that for Imogen and Rose, the sudden disclosure that they
15 were donor offspring resulted in a difficulty in assimilating this new
16 information. This then posed a threat to their existing identities.
17
18 Following such a shock it is likely that donor offspring would begin to
19 question the meaning this had for them. Sarah’s account was
20 representative of many of the other participants:
21
22 I felt my entire life was based on a lie and I was furious with my
23 mother for dying with this secret.
24
25 What Sarah seemed to be saying in her account was that her
26 understanding of her own identity had been based on a falsehood. For
27 Sarah, the truth seemed important and Eileen explicitly explained that:
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1 “the withholding of information by my parents led to mistrust of them
2 [her parents].”
3
4 However, although disclosure brought almost universal shock and a
5 reappraisal of identity, it also sometimes led to positive adjustment. In
6 response to questions about the effects of disclosure on participants’
7 paternal relationships, Phoebe said:
8
9 It changed [her identity] in a positive way. Instead of being the
10 child of this terrible man [her social father], I was probably the
11 daughter of a doctor [the donor].
12
13 Phoebe’s account shows how she rejects her negative identity (“being the
14 child of this terrible man”) for an identity that she feels is more positively
15 valued (“I was probably the daughter of a doctor”). By minimising the
16 value of her social father in her life and inflating the value of her donor
17 father, Phoebe has implemented re-evaluative coping strategies that have
18 reduced the threat to self-esteem (Breakwell, 1986).
19
20 Although no specific questions were asked about the relationships that
21 donor offspring had with their mothers, many of the participants indicated
22 that disclosure also provided insight into these relationships as
23 represented by Jessica’s response:
24
25 I was shocked and unforgiving. I now have a total distrust for my
26 mother [following disclosure], and have realized that it is very hard
27 for me to totally trust someone else.
28
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1 The data suggested that the impact of disclosure on maternal relationships
2 was of equal importance to that of paternal relationships.
3
4 Withholding information and the effects on the family/parental marital
5 dynamics
6 The analysis reflected many commonalities amongst participants who
7 believed that the withholding of information about the manner of their
8 conception had been damaging. All reported feeling that it had affected
9 them in both an individual way and in terms of the family/parental marital
10 dynamics. Peter expressed this very clearly:
11
12 My mother expressed a fear that both of them felt during my
13 childhood, that if I had found out my dad was not my genetic
14 father, I would have rejected him. The tragic irony of this was the
15 sense of rejection I sensed from ‘him’ [his emphasis], that there
16 was something wrong with me that made him seem so distant from
17 me.
18
19 Peter’s report explicitly described the way in which the secrecy
20 surrounding his DI conception had a negative effect because it led him to
21 have a poor self-image within the family, blaming himself for the
22 distancing and rejection he felt from his father. It is likely that where
23 feelings of rejection occur within the family group, this might threaten an
24 individual’s sense of security within their family context, leading to low
25 self-esteem or self-worth. Rachel described her experience:
26
27 I always felt like I didn’t belong with these people - 1 searched for
28 evidence of my ‘adoption’ for many years as a child... It [the
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1 withholding of information] created a ‘shroud of secrecy’ and a
2 ‘sense of shame’ about something I could sense, but of what I had
3 no real knowledge - ( . . . )  there’s no way my sense of self esteem
4 could not have been damaged by that experience.
5
6 Peter and Rachel’s accounts reflected a commonality of experience
7 amongst participants that at some level they were aware that something
8 was not right within their families. Rachel’s account also explained how,
9 in trying to make sense of her own uncertainties about belonging within
10 the family she experienced a loss of self-esteem.
11
12 Trying to ‘make sense’ often led to a re-evaluation of existing familial
13 representations, a strategy implemented by many of the participants.
14 Sophie wrote:
15
16 I have come to understand why my parents made this choice (DI)
17 why they may have kept it a secret. I have come to understand
18 myself a little better. (...) I was able to see that he [her father] truly
19 did love me. I feel that he was a victim also. He didn’t know how
20 to act around me. I have come to feel sorry for the situation he was
21 in.
22
23 It seems that for Sophie the process of re-evaluation helped her to make
24 sense of the decision-making processes that her parents were involved in
25 when they chose Dias an infertility treatment. Although, initially
26 shocked, Sophie found a way of assimilating-accommodating and
27 evaluating the potential threat to her identity in a way which left her
28 feeling changed but more positive about her distinctiveness. For others.
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1 however the process of adjusting to being a donor offspring had not
2 resulted in a positive re-evaluation. As Philip reported:
3
4 My father did not like me and this [disclosure] made it worse (...).
5 A major part of the problem was his shame about being infertile. I
6 was a walking symbol of his infertility. I became a battleground
7 for my parents’ conflicts.
8
9 Philip’s report suggested that following disclosure, he was unable to re-
10 evaluate his relationship with his father in a positive light and found relief
11 in not being connected genetically to him (as did Phoebe).
12
13 Philip also drew attention to the issue of the shame of male infertility and
14 the way in which this affected the parental marital relationship and the
15 family dynamics. Phoebe’s statement reflected the flavour of many when
16 she wrote:
17
18 My mother abrogated authority to my father in an attempt to bring
19 him into the family fold and make him feel more in charge. I think
20 it [withholding of information] profoundly influenced the balance
21 of power in the family.
22
23 Phoebe’s story suggested that her mother felt that her father might be
24 emasculated or excluded by his lack of genetic connection to his children.
25 It seems, therefore, that Phoebe was implicitly suggesting that it was her
26 father’s infertility, as well as the withholding of information, which
27 influenced the balance of power between her parents.
28
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1 The n eed  to know/making genetic connections
2 The data revealed that the right to know their genetic origins seemed to be
3 a common theme with all but one of the participants. Rachel described
4 powerfully in her account the importance it had for her:
5
6 I needed to know whose face I was looking at in the mirror - 1
7 needed to know who I was and how I came to be -  it was a very
8 primal and unrelenting force which propelled the search and it was
9 inescapable and undeniable.
10
11 Rachel’s story indicated that for her ‘knowing’ is a basic need. However,
12 in Rose’s account it seemed that it was not just the physical likeness that
13 was important but a whole range of personality, temperament and genetic
14 traits:
15
16 I’d like to know about my donor’s health (...) the personality traits
17 I’ve inherited (...). I’d like to know what the donor does for a
18 living, what conflicts he’s had, how he’s resolved them, what issues
19 he struggles with. My fantasy is that we could learn from each
20 other about how to deal with life.
21
22 Rose’s account seemed to reflect many of the unanswered questions
23 common amongst other participants and in addition explicitly drew
24 attention to the fantasies she evoked in the absence of concrete
25 information. The recourse to fantasy seemed to be a theme evident in
26 many of the accounts. Theresa thought that maybe she “was adopted” and
27 Michael said:
28
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1 Maybe it [the donor] was a duke or something. Or Dirk Bogarde.
2 Or Alan Turing.
3
4 These accounts suggested that perhaps in the absence of a ‘real’
5 relationship with their donor fathers these donor offspring were relying on
6 a fantasy image as a coping strategy for blocking the threat to their
7 identity by providing a form of temporary escape through ‘wishful
8 thinking’ or speculation (Breakwell 1986).
9
10 Another commonality that ran through many participants’ accounts was a
11 feeling of loss about not knowing their donor, exemplified explicitly by
12 statements such as “I feel such a loss. I have such a big well of grief
13 inside myself’ (Eileen) or implicitly “I have been unable to find info
14 about my donor. It makes me sad to think I may never figure this puzzle
15 about myself out” (Hazel). Eileen and Hazel’s description of loss or
16 sadness seemed to be about not making sense of themselves within a
17 genetic context (Sants 1964; Triseliotis 1973).
18
19 Other participants expressed a feeling of loss not only in terms of needing
20 to know their biological father but also in terms of feelings of being
21 unwanted or merely part of an unemotional medical procedure. Sarah’s
22 statement that “some stranger masturbated into a glass vial and I’m the
23 result” brutally illustrated her representation that the mechanics of her
24 conception were impersonal. Equally, Rachel’s perception was that her
25 donor was disinterested: “[he] behaved as I thought he would -
26 disrespectfully and without conscience or compassion for me.”
27
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1 The ‘stranger’ in Sarah’s account and the expectation and experience of
2 Rachel that the donor would and did have no conscience or compassion
3 for his donor offspring suggested that they felt let down or badly treated
4 by their anonymous donors. It is possible that in not knowing who their
5 genetic father was because of the withholding of identifying information
6 by the medical profession and the donor himself, donor offspring may feel
7 abandoned. Peter expressed something of this in his account:
8
9 If donor insemination is an honourable way to conceive a child,
10 why should the person who makes this possible be afforded the
11 status of anonymity when every other act of reproduction entails
12 responsibility for the children created? (...) The medical
13 profession has assumed an authority, usually reserved for
14 governments, to release sperm donors from such responsibility.
15
16 Searching
17 All the donor offspring had made some initial enquiries about searching
18 for their donors. As Verity wrote:
19
20 How could doctors (....) think that we wouldn’t need or want some
21 honest answers about our heritage? Without all this information, I
22 will never feel complete.
23
24 However, often the participants felt that their need to search and have
25 information was not recognized by others. Phoebe’s account poignantly
26 described her ovm reflections on this, the flavour of which was reflected
27 in many of the stories:
28
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1 In general very few people were supportive of the idea of looking
2 for the donor. (...) I got the impression that ‘society’ didn’t feel I
3 have a right to anything more than a medical history. People don’t
4 acknowledge a need/right to know traits, history, or even realize
5 that their sense of identity might be tied up with their family
6 history, or family stories, or remembrances about a person.
7
8 Verity and Phoebe expressed the view of most of the participants when
9 they said that they should have the right to search for and receive
10 identifying information about their missing biological parent. Both
11 Verity and Phoebe felt strongly that their identity was ‘tied up’ with
12 family and genetic history and the non-resolution of this had left them
13 unable to fully assimilate-accommodate this new information about their
14 genetic history. It seems that for these donor offspring feeling
15 ‘incomplete’, unable to make sense of themselves (Brodzinsky et al.,
16 1992), had led them to experience themselves as distinctive in a negative
17 way, hence the threat to their identity (Breakwell, 1986). However,
18 Michael’s account, which differed from the majority, suggested that he
19 had been able to evaluate his new identity in a more positive light. He
20 reported that “it doesn’t make any difference really [to how he thought
21 and felt about himself]” and that he saw donor offspring as “pioneers in a
22 way” thereby enhancing his own positive distinctiveness and perhaps self-
23 esteem. However he still expressed a sense of loss and “disappointment
24 that I shall never never know.” So it appeared that although Michael had
25 been able to re-evaluate his identity as a donor offspring in a positive
26 way, this did not rule out other possible psychological implications.
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1 It would seem likely, therefore, that if donor offspring are unsupported in
2 their attempt to search for their donors, it might need strength and
3 personal determination to pursue this endeavour. Imogen described her
4 personal concerns about completing a search:
5
6 I felt that, if I ever did start to look, it would have to be when I was
7 strong enough, to (a) fight and/or (b) lose. (...) I needed someone
8 who would ‘understand’ [her emphasis] how I felt, and HEFA
9 [Human Embryology & Fertilization Authority] has, from the little
10 I’ve read, seemed to me very ‘clinical’ and medical.
11
12 It seemed that Imogen’s account reflected an intense emotional
13 investment in the process of searching, which she felt would put her in a
14 less powerful ‘fighting’ position if she encountered an unemotional,
15 ‘clinical’ response. This perceived and temporary loss of positive agency
16 or self-efficacy in the face of obstruction was a common theme. Peter
17 talked about needing “a considerable amount of personal courage to be
18 able to risk rejection” and Rose talked about “the cost in terms of time
19 and emotional energy.”
20 
21
22 Talking -  the need for significant others
23 Throughout the questionnaire, participants were asked whether they found
24 it easy to talk about being donor offspring and whether they were open
25 with others including their partners and children. Many of the
26 participants in this study said that they found it difficult to talk. Sophie
27 found it difficult because “at first, I felt like I was the product of some
28 science experiment -  a ‘freak’. I was afi*aid of what people might think.”
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1 The feeling that others would be judgemental and unsympathetic was a
2 constant concern. It appeared that the lack of openness about DI seemed
3 to have led many participants in this study to feel uncomfortable about
4 talking about their genetic origins. Peter said:
5
6 I feel that infertility is too sensitive an issue for many people to feel
7  comfortable discussing. Most fertile people have no idea about
8 the psychosocial ramifications of infertility and DI and as such,
9 have difficulty relating to the topic.
10
11 hi addition, not being able to talk openly severely limited participants’
12 opportunities for self-disclosure. When self-disclosure becomes difficult,
13 it can limit the choice of interpersonal coping strategies (Breakwell 1986).
14 Many of the participants were forced to rely on isolation as a means of
15 protection from threat as reported in Rachel’s statement that “dealing with
16 the DI experience (...), it’s done in isolation. ” However, isolation as a
17 means of coping has been found to be a negative way of dealing with
18 threats because it cuts down the possibility of forming social support
19 networks that might provide a safer and more empathie environment for
20 self-disclosure (Breakwell, 1986). Monica’s account describes the
21 pleasure she experienced in making social contact with other donor
22 offspring during her search for her donor:
23
24  I was amazed, during my search, at the openness and strong
25 feelings that were being shared via e-mail, by so many donor
26 offspring world-wide. This connection with others was a surprise
27 and gave me confidence to continue and validated my search.
28
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1 However, the data also revealed that participants reported feeling that
2 having one special person, a ‘significant other’ could also provide them
3 with support. Jessica explained in her account how a supportive partner
4 could make a difference:
5
6 I wanted his [her partner] support in my search. [His] reaction was
7 not as supportive as I had wished. I felt alone again, as I have
8 always felt. [A former partner] was more supportive. It gave me
9 more strength to carry on [searching for her donor].”
10
11 In addition, there was a commonality expressed amongst participants
12 about the benefit of having the opportunity to write down experiences and
13 talk via the email in a follow-up to the questionnaire. Eileen’s report
14 represented a view held by many:
15
16 I have never been able to talk about my experiences in such great
17 detail before [taking part in the research]. This is very gratifying
18 and healing for me, to know that someone [the investigator]
19 honours this experience I’ve been through. Most people say,
20 “what’s the big deal, it’s not important.” But I know that it has and
21 still does affect me greatly.
22
23 DISCUSSION
24
25 Although an initial picture has been created by the findings of this study,
26 it is not entirely complete. Recruitment through support networks may
27 have led to a bias towards participants who needed to talk and resolve
28 identity issues and it may be that there are other donor offspring who have
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1 been excluded who share different experiences and representations.
2 Equally, because the donor offspring community is so small, there is
3 likely to be some sharing of ideas within networks (and therefore across
4 participants) that may have influenced the emphasis given to particular
5 experiences. In addition, it was necessary to recruit participants
6 internationally. Although it has been suggested that the principles of
7 identity, in particular self-esteem, are salient across western cultures
8 (Breakwell, 1986), it should be acknowledged that there may still be
9 cultural differences that affected the way in which individual identity
10 experiences were interpreted. However, the findings do provide some
11 tentative insights into the experiences of donor offspring and the
12 implications for Counselling Psychology. Knowledge gained from
13 qualitative research tends to accumulate through a series of studies, which
14 focus on related issues but with different groups. Future research with
15 donor offspring might advance this process by including those who were
16 not represented in this study.
17
18 The use of the email as a method for gathering data via a questionnaire
19 seemed to bridge the gap between postal questionnaires which are often
20 impersonal and interviews that allow the researcher the opportunity to
21 create a ‘real’ and empathie relationship in which participants are more
22 comfortable in speaking about sensitive issues. This was reflected iu the
23 richness of data provided. In addition, it provided an easy and immediate
24 way of providing post-study support to participants who were globally
25 based. It is important, however, to be aware that the email may be less
26 confidential than interviewing or postal responses and participants need to
27 be made aware of this fact.
28
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1 Furthermore, it has been argued that retrospective reports are likely to be
2 less complete and more likely to contain rationalizations than direct
3 concurrent reports (Gilhooly & Green 1996). However, there is also
4 evidence, which counteracts this view and argues that retrospective
5 reports and autobiographical memories are not necessarily incomplete or
6 inaccurate (e.g., Blane, 1996; Brewin et al., 1993; Neisser, 1994; Ross
7 and Conway, 1986; Rubin et al., 1986; Wagenaar, 1986). It should also
8 be noted that the questionnaire omitted to ask direct questions about the
9 participants’ relationships with their mothers, which was noticeable in
10 participants account. It seems that these participants felt that the maternal
11 relationship was equally important in the development of their identity as
12 donor offspring. In addition, the background information sheet needed to
13 allow for the fact that some donor offspring were unsure about the genetic
14 relationship that they had with their siblings. During the follow-up,
15 several participants drew attention to this fact and it seemed
16 representative of the general uncertainty and lack of information available
17 to participants about their genetic connections.
18
19 Breakwell’s (1986,1996) identity process theory has provided a useful
20 framework for understanding the identity experiences of donor offspring.
21 It has been particularly relevant to the discontinuity expressed by
22 participants in relation to having an incomplete genetic picture and the
23 negative distinctiveness experienced by participants as a result of the
24 difficulties of searching, the lack of understanding from others and the
25 lack of identifying information about their donor fathers, fri addition, it
26 helped explain the way in which coping strategies, such as fantasy, re-
27 evaluation and isolation, were implemented to help modify the threat to
28 identity associated with donor offspring status. However, because of the
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1 intensity of emotion and the difficulties expressed in talking openly about
2 their feelings, other theoretical frameworks, which attend to the
3 relationship between emotion, defences and unconscious wishes (such as
4 a psychodynamic theoretical approach), may be useful in providing
5 further insight into the complexity of meanings attached to their
6 experiences.
7
8 The diversity of experiences related to the manner of disclosure made it
9 impossible to draw any conclusions about the effects this might have on
10 donor offspring’s responses and attitudes to ‘finding out’. However, there
11 were commonalities to be found amongst their reported experiences of
12 genetic discontinuity, the shock of disclosure and feelings of deceit and
13 mistrust within the family. This seemed to support the literature
14 suggesting that non-disclosure of DI (within DI families) can cause
15 psychological damage (Karpel, 1980; McWhinnie, 1984, 1995) and that
16 for these participants it undermined the socially valued principles of
17 honesty and trust (Baran and Pannor, 1993). It could be hypothesised
18 therefore that this lack of trust might be replicated amongst donor
19 offspring’s other relationships. Indeed, the investigator found that it was
20 often difficult for participants to trust her and one donor offspring did not
21 take part because she was doubtful about my intentions. This could have
22 important implications for Counselling Psychology in that it may be
23 difficult for donor offspring to trust the therapeutic relationship (i.e. the
24 working relationship between the Counselling Psychologist and the
25 client/patient). Therefore, Counselling Psychologists might need to be
26 aware of maintaining the ‘frame’, i.e. providing a secure base for therapy.
27 To maintaiu this frame. Counselling Psychologists would need to be clear
28 about the boundaries of the relationship and be attentive to privacy.
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1 confidentiality and consistency, if clients are to be emotionally contained
2 and feel safe enough to confront deeper underlying traumas (Smith,
3 1991). In addition, attention to the transference (i.e. the unconscious
4 transferral of feelings from past relationships onto the client-therapist
5 relationship: Lemma-Wright, 1995) would be crucial if Counselling
6 Psychologists are to use the therapeutic relationship to recognize and
7 ‘work through’ any client issues related to trust. Some participants,
8 however, had begun to assimilate their new identities by re-evaluating
9 their existing family relationships: it would be interesting to consider in
10 future research whether relationships pre-disclosure m i^t influence the
11 re-evaluation of family relationships post-disclosure.
12
13 A consistent finding within the study was the negative and ongoing
14 effects of withholding secrets and the knowledge that ‘things were not
15 quite right’. This supports the research that suggests that secrecy in
16 families is damaging and that children pick up hidden clues (Karpel,
17 1980; McWhinnie, 1995). This was associated with feelings of
18 discontinuity within the family and a negative affect that could perhaps be
19 explained as participants experiencing a lowering of self-esteem.
20 Although disclosure in adulthood was reported as shocking, participants
21 reported that ‘knowing’ their status initiated a re-evaluation and
22 resolution of previously unanswered and unresolved, family experiences.
23 It seems that for these participants, ‘secrecy’ was indeed an emotive
24 subject matter and could not be merely equated with privacy, as Walker
25 and Broderick (1999) suggested. Although not all participants reported
26 difficult early relationships and none of them had been recruited from the
27 clinical population, all of them still reported that secrecy, ‘privacy’, or
28 ‘confidentiality’ within the family had a negative effect. Even when
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1 difficult relationships were reported within the family pre-disclosure,
2 these participants believed that this had been as a result of the ‘secrecy’ in
3 the family, which then led to strained family relationships. These
4 findings support the move towards openness advocated in the DI literature
5 (see Baran and Pannor, 1993; Daniels and Taylor, 1993; Karpel, 1980;
6 McWhinnie, 1984,1995).
7
8 In addition, it seemed that participants found that secrecy, the stigma of
9 infertility and the power dynamics in the family were interwoven and that
10 each had an influence on the other. It could be hypothesized, therefore,
11 that it would be difficult for there to be secrecy without this having an
12 effect on attitudes towards infertility, which in turn affects the power
13 dynamics within the family. It could also be hypothesized that low self-
14 esteem and an imbalance of power within the family might lead to
15 problems which require therapeutic intervention and that clients may
16 initially present with low self-esteem and family relationship difficulties,
17 although the underlying problems may be more comphcated. As with
18 adoptees (Haimes and Timms, 1985; March, 1995), part of the therapeutic
19 process might be to facilitate clients in constructing a ‘DI family
20 narrative’. It is within such a narrative that donor offspring could begin to
21 find meaning for themselves and re-evaluate their family relationships, so
22 re-buildiug continuity and enhancing self-esteem.
23
24 Participants continually reported that they needed to know their genetic
25 origins and wished to search for their donors. This echoes similar
26 experiences expressed by adoptees (Brodzinsky et al., 1992; Haimes and
27 Timms, 1985; Krueger and Hanna, 1997; March, 1995; Sants 1964; Stein
28 and Hoopes 1985; Triseliotis, 1973) and other donor offspring (Baran and
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1 Pannor, 1989; Snowden et al., 1983; VercoUone et al., 1997). In addition,
2 participants reported a perceived loss of agency or self-efficacy because
3 of the obstruction they faced in trying to search for and obtain identifying
4 information about their donor fathers. It has been suggested that when
5 individuals do not perceive their actions, e.g. searching, as being
6 efficacious, this will lead to low self-esteem and feelings of isolation
7 (Breakwell, 1986). Very few participants expressed themselves directly
8 in terms of self-esteem. However, it is clear that they experienced a range
9 of emotional responses, most of which reflected sadness, finstration and a
10 lack of recognition and understanding.
11
12 Unable to complete their searches, participants reported a sense of loss
13 and grief about never being able to know their biological origins or have a
14 ‘real’ relationship with their donor fathers. This contradicts Shenfield and
15 Steele’s (1994,1997) view that donor offspring do not share the same
16 identity problems in relation to ‘genetic bewilderment’ as adoptees.
17 In addition, donor offspring often used fantasy as a defence mechanism
18 and coping strategy to alleviate this sense of loss. This also concurred
19 with the adoption experience (Lifton, 1994, Miller-Havens, 1996;
20 Nickman, 1996). Participants reported feeling undervalued socially by
21 those who did not understand these needs and m perceiving a sense of
22 abandonment of responsibility by their donor fathers and the medical
23 profession. Although donor offspring do not share the experience of being
24 ‘abandoned’ as babies by their birthmothers (Shenfield and Steele, 1994;
25 1997), these donor offspring perceived a sense of abandonment of
26 responsibility by their donor fathers and the medical profession. They
27 expressed a need and a right to know who their donor fathers are and, if
28 possible, to have some sort of relationship with them. It seems.
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1 therefore, that for these donor offspring, ‘non-identifying’ information
2 might not be sufficient to meet their identity needs. In addition, it could
3 be hypothesized that being denied the right to know their full genetic
4 history posed a threat to their identity and has implications for the
5 therapeutic context. If these donor offspring are in any way typical, then
6 Counselling Psychologists need to be careful not to dismantle their
7 clients’ fantasies too quickly or a rapid fragmentation (Kohut, 1957) of
8 selfridentity might occur. Only when the therapeutic relationship has
9 been firmly established can clients be encouraged to lower their defences
10 and work through the loss, grief and abandonment that they are
11 experiencing, so finding meaning for themselves within their genetic
12 context.
13
14 Fiually, there was a commonality amongst participants’ reports that they
15 felt that it was therapeutic to talk about their experiences as donor
16 offspring. The data suggested that having a ‘significant other’ (someone
17 whom they could trust and who would understand them completely)
18 might be a beneficial factor in the psychological well-being of donor
19 offspring post-disclosure. It could be hypothesized therefore, that in the
20 absence of a ‘significant other’ and with a perception of being
21 misunderstood by others, donor offspring might benefit from therapy. In
22 this context is hoped that the Counselling Psychologist (acting as the
23 ‘significant other’) would be able to provide an appropriately trusting and
24 supportive environment within which donor offspring’s identity
25 experiences could be understood. This concurs with the experiences of
26 adoptees who also reported a need to talk (Haimes and Timms, 1985).
27
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1 In conclusion, therefore, it was clear that participants reported a need to
2 talk and share with significant others. Reports of ‘life as a lie’ and
3 deception within the family may have important implications for the
4 establishment of trust in the therapeutic relationship. The frequently
5 negative view of donor offspring’s distinctiveness in relation to others,
6 coupled with negative affect and the possible loss of self-esteem, means
7 that an important aspect of therapy might be to explore their thoughts and
8 feelings in relation to their new identities, hi this way, the Counselling
9 Psychologist would be helping them to work through their loss and grief
10 and to form narratives within which they can place themselves within a
11 genealogical context, so restoring a more positive identity. The analysis
12 presented here suggests that currently there may be a necessity for
13 specialised therapeutic provision if donor offspring are to be helped to
14 successfully assimilate- accommodate and positively evaluate new
15 information about their identities as donor offspring.
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Appendix I
Department o f Psychology,
Psychotherapeutic & Counselling Psychology PsychD 
April, 1999
Dear
As part o f my doctoral studies in Psychotherapeutic & Counselling Psychology, I am 
carrying out a research project on donor offspring, supervised by Dr. Adrian Coyle a 
senior lecturer in the Department o f Psychology at this University.
Donor Offspring are people conceived by the use o f donor sperm. In a world where 
nuclear families with children genetically related to thdr mothers and fathers are the 
norm, donor offspring are unusual. They only have one genetically related parent.
Records about their donor are often held from them, or are simply unavailable and 
because o f the secrecy surrounding donor insemination, little is known about their social 
and psychological development.
This research seeks to give donor offspring a voice by establishing what implications (if  
any) the practice o f donor insemination may have had for each individual. It asks 
questions related to how donor offspring are told about their conception and the way in 
which your conception was managed within your family. It is concerned with the ways 
in which you personally have experienced being a donor offspring and the extent to 
which this has affected your understanding o f yourself within your family groups and in 
society in general.
I will be considering any implications this data may have for counsellors or therapists. In 
order that they can counsel others more effectively, therapists and counselors need to 
understand better the types o f issues that might be presented to them. This research w ill 
look at the effects o f donor insemination on the development o f identity, which might be 
relevant to the counselling and therapeutic context.
Thank you for volunteering to take part. Attached is a consent form and questionnaire. 
Participants must be sixteen years or over. The consent form will bear your name and 
will be kept in a locked file within the university. It will be stored separately from the 
replies to the questions on the questionnaire, so that the identity o f the participant w ill not 
be known when analysing the data. When your questionnaire has been returned I w ill 
allocate you with a pseudonym, so that your replies remain anonymous and confidential 
at all times. Dr. Coyle and I will be the only people who have access to the information. 
In order to illustrate common experiences in this research, I may use extracts from your 
questionnaire, or from those o f other participants. However, no information will be 
included in the extracts, which could readily identify a participant. You may withdraw 
from the study at any time without having to give a reason and may seek further 
clarification from me whenever necessary. If you would like a summary o f my general
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findings, please indicate this when you return your questionnaire, providing a contact 
address. I will be happy to send them to you as soon as they have been written up.
Although the questionnaire initially appears lengthy, please note that you will find 
that not all sections are applicable. However, I would be gratefiil i f  you could try to 
answer all the relevant questions, giving as much detail as possible. The questionnaires 
w ill be sent out either by email with attachments, or by post.
If you are replying by email, you may either insert your responses after each question, 
or if  you prefer, you may send a new email, placing your responses by the corresponding 
question number. For example you would write. Question 11b): and then write your 
response. When you have received the information please could you email me by return 
so that I know that it has arrived and that the attachments have been successfully 
accessed? If you are able to print o ff the consent form, please sign it and return by post 
to  the address below. Alternatively, I  w ill mail you a copy, which should be returned by 
post in the stamped, addressed envelope provided. Please could you complete and return 
the questionnaire within four weeks o f being sent.
If you are responding by post, please insert your answers in the space provided. If the 
space provided is too small, please attach a separate sheet with the rest o f your answers, 
mmking sure you have clearly identified which question you are answering. Please could 
you return the questionnaire and consent form in the stamped addressed envelope 
provided within four weeks o f the questionnaire being sent.
The email address is as follows: amandaitumer@btintemet.com However, if  you are posting 
your replies please send them to the following address:
Amanda J. Turner,
Psychotherapeutic & Counselling Psychology PsychD,
Department o f Psychology,
School o f Human Sciences,
University o f Surrey,
Guildford 
Surrey GU2 5XH,
United Kingdom.
When you return your completed questionnaire to me, I w ill acknowledge receipt either 
by calling you or by e-mailing you.
I would like to thank you for taking part in this study and hope that you will feel that as a 
result, you have made a significant contribution to the understanding o f the implications 
o f donor insemination for donor offspring.
Yours sincerely,
Amanda J. Turner BSc (Hons)
A n o e n d i x  n  
rONSENTFORM
I the undersigned voluntarily agree to take part in the study on “W hat does it mean to be 
a Donor Offspring? The identity experiences o f those conceived by donor sperm 
insemination and the implications for counselling and therapy.
I am currently 16 years o f age or over.
I have read and understood the covering letter provided. I have been given a M l 
explanation by the researcher o f the nature and purpose o f the study and o f what I will be 
expected to do. I have been given the opportunity to ask questions on all aspects o f t„e 
study and have understood the advice and information given as a result.
I understand that I am required to return my responses either by email or by post.
I understand that all documentation held on a volunteer is in the strictest confidence W  
that computer records are protected within UK law by the Data Protection Act (1984) 
■understand that extracts from my replies to the questionnaire might be used as examples 
within the analysis but that my anonymity will be preserved at all times.
I understand that I am free to i^thdraw from the study at any time without needing to 
justify my decision.
I confirm that I have read and understood the above and freely consent to participate in 
this study. I have been ^ven adequate time to consider my participation and agree to 
comply with the instructions.
Name o f volunteer .........................................
(BLOCK CAPITALS)
Signed........................................ .........................................
Date .........................................
If under the age of 18, consent is required by your guardian:
Name o f guardian: .......................................
(BLOCK CAPITALS)
Parent/Guardian/Other............ .......................................
(Please specijy)
Date
Name o f investigator 
(BLOCK CAPITALS)
Signed
Date
Appendix III
What HARS it to he a Donor Offspring? The identity experiencesof 
those, conceived bv  donor snerm insemination and the implications for 
cfiiinselling and therapy.
«ArKGROUND INFORMATION
To begin with, I would like to get some basic information about you and 
your family in order to see whether there are any background or familial 
similarities or commonalities amongst participants.
The information that you give here will never be used to identity you in any 
way because this research is entirely confidential. However, if you do not 
want to answer some of tliese questions, please do not feel that you have to.
For the purposes of this quesüonmire the term ‘parent/s^ will 
mean your social parents,
1. Are y o u  male or female? Male  Female........
2. H o w  old are you? .............Years.
3. What is your occupation?  .....................................
4. Wliat is your highest educational qualification? ................................
5. What is your ethnic origin?
....................................... Black-African ..
Black-Caribbean  .............  Pakistani.........
Bangladeshi..............................  Chinese............
Other........................................
(Please specijy)
6. Wliat is your Nationality (e.g. British, American)?
7. What is your country of residence?........................
Ml
8. What is your current marital status?
(Tick or write in the appropriate answer)
Married ...................
Divorced ...................
Widowed ...................
Separated............. ...................
Single ...................
9. Are either of your parents deceased?
YES (Mother/Father)....................................
(Please spedjy)
NO (Mother/Father).......................................
(Please specijy)
10. What are your parent’s current marital status? 
(Tick or write in the appropriate answer)
Married ...............
Living together (not married) ......................
Divorced ...............
Widowed ...............
Separated...................................................
Single Parent.............................. ...............
11. How many siblings do you have? ........................
12. How are they genetically related to you?
(Tick or write in the appropriate answer)
Same biological parents ..........................
Same biological mother but different biological father 
Same biological father but different biological mother
No biological relation ..........................
Don’t know ..........................
13. How many children do you have?.......................
14. If you have children, how were they conceived? 
(Tick or write in the appropriate answer)
Naturally conceived ....................
Donor conception ....................
Other fertility treatment ....................
(Please specijy)
Adopted........................... ....................
THANK YOU FOR YOUR CO-OPERATION
QUESTIONNAIRE
Please try to answer the questions below as FULLY as possible, except 
where YES/NO answers are required. If you need extra space for 
answering, please continue on an extra sheet, clearly marking which 
question you are answering.
For the purposes of this questionnaire ‘parent(sy will refer to your social parents 
(those who brought you up), ‘father" will refer to your social father (i.e. the father 
who brought you up) and ‘the donor" will refer to your biological father.
Q.1. How old were you when you discovered you were a donor
offspring?
...................years.
Q.2. How did you discover that you are a donor offspring?
Q.3. When you discovered that you were a donor offspring, how did 
you react?
a) At the time of being told, had other family members been told 
that you were a donor offspring? If yes, under what 
circumstances had they been told?
b) After you found out, how easy/difficult w as it for you to talk 
about being a donor offspring?
c) What was (is) it about this that made (makes) it 
easy/difficuit?
Q.4. W hat effects (if any) did it have on how you thought and felt 
about yourself?
a) Has that initial reaction changed overtime?
b) if yes, in what ways has it changed?
c) W hat do you think has led to these changes?
Q.5. What effects (if any) did it have on how you thought and felt 
about your father?
MS
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a) Has that initial reaction changed over time?
b) If yes, in what ways has it changed?
c) W hat do you think has led to these changes?
Q.6. In everyday life, people often describe themselves, or are 
described by others in relation to family members e.g. 'beiiig 
stubborn’ like your father and grandfather, or ‘being artistic’ like 
Great Aunt Jane but with ‘the nose’ of your grandmother etc. 
As a  donor offspring, how easy/difficult is it for you to describe 
yourself within your family context?
a) W hat is it about this that makes it easy/difficuit?
Q.7. It has been suggested that in families where a secret is being 
kept, children often suspect and pick up clues that something ‘is 
not quite right’. Were you in any sense  aware that your 
parent(s) were withholding information about you?
Y e s ..............  No.................  Not sure
(Tick or write in the appropriate answer)
a) What makes you say that?
4If you answered NO please proceed to Q.8. If not continue.
b) What effects (if any) did the witholding of information have 
on your feelings about yourself?
Q.8. At any stage since discovering that you are a donor offspring, 
have you wanted to find out more information about the donor? 
(Tick or write in the appropriate answer)
Yes.................... N o ..............
If you have answered NO, proceed to Q12. Otherwise 
continue.
a) What reasons did you have (do you have) for wanting to find out 
more about your donor?
b) Have you ever taken any action towards finding out? 
(Tck or write in the appropriate answer)
YES ...............
NO ...............
If you have answered NO, proceed to Q.13. Otherwise, 
continue.
c) What action have you taken?
(9 1
d) Before completing this questionnaire, had you ever talked to 
others about your search for information about your donor?
(Tick or write in the appropriate answer)
Y es.................  No.....................
If NO proceed to Q.9. Otherwise continue.
e) How easy/difficult was it to talk about your search?
f) What is it about this that makes it easy/difficult?
Proceed to Q.IO.
Q.9. What led to your decision not to talk?
Q.10. Do you now have more information about your donor?
(Tick or write in the appropriate answer)
YES
NO
If you have answered NO, please proceed to Q.14. Otherwise, 
please continue.
6a) What information do you have?
b) What effects (if any) has this had on how you think and feel 
about yourself?
Q.11 Have you ever tried to make contact with your donor?
(Tick or write in the appropriate answer)
YES ...............
NO ...............
If you have answered NO, proceed to Q.15. Otherwise, 
continue.
a) What led to that decision?
b) How did you make/or try to make contact with your donor?
c) Were you successful in making contact? 
(Tick or write in the appropriate answer)
YES
NO
If you have answered NO, proceed to Q.16. Otherwise, 
continue.
d) What happened when you made contact?
e) W hat effect (if any) did making contact have on your 
thoughts and feelings about yourself?
f) Has this initial reaction changed over time?
Y es  No............
If NO, proceed to Q.17. Otherwise continue.
g) If yes, in what ways has it changed?
h) What do you think might have led to these changes?
i) What effects (if any) has this had on your thoughts and 
feelings about your donor?
lo o
NOW PROCEED TO 0.17.
0.12. What led you to make that decision?
NOW PROCEED TO 0.17.
Q.13. What stopped you from taking action?
NOW PROCEED TO 0.17.
0.14. What happened?
a) W hat effects (if any) has this had on your thoughts and 
feelings about yourself?
NOW PROCEED TO Q.17.
Q.15. What circumstances led to you NOT contacting the donor?
2.0»
a) What effects (if any) has this had on your thoughts and 
feelings about yourself?
NOW PROCEED TO Q.17.
Q.16. What (if any) was your reaction when you were unable to make 
contact with the donor?
a) Has your initial reaction changed over time?
Y e s ................ N o ......................
If NO, proceed to Q.17. Otherwise please continue.
b) If yes, in what ways has it changed?
c) What do you think has led to these changes?
NOW CONTINUE AS FOLLOWS.
Q.17. Have you ever received any information about your donor, which was 
not at your own instigation?
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Yes......................  No.........................
IF NO, PROCEED TO Q.18. IF YES CONTINUE.
a) Who provided this information?
b) How did you react to receiving this information?
Q.18. How do you think donor insemination is perceived by society in 
general?
a) To what extent do you agree with this perception?
b) What makes you say that?
Q.19. It has been suggested that within families where children are
conceived by donor insemination there might be ongoing emotional 
effects amongst the family. What (if any) is your experience of this?
IF YOU HAVE NEVER HAD A PARTNER 
(husband/wife/boyfriend) PLEASE PROCEED TO Q.26.
Q 20. Have you told your current partner that you are a donor offspring?
XoZ
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(Tick or write in the appropriate answer)
Yes.................... No.......................
If you have answered NO, proceed to Q.21. Otherwise continue.
a) What made you decide to tell him/her?
b) How did they react to being told that you are a donor offspring?
c) What effects (if any) did their reaction have on your thoughts and 
feelings about yourself?
PLEASE PROCEED TO Q.22.
Q.21. Wliat led you to make the decision not to tell your partner?
IF YOU HAVE NEVER HAD A PREVIOUS PARTNER 
PLEASE PROCEED TO Q.24.
Q.22. Have you ever disclosed to a previous partner that you are a donor 
offspring?
12
Yes....................  No.
If NO please proceed to Q.23, Otherwise continue.
a) What made you decide to tell him/her?
b) How did they react to being told that you are a donor offspring?
c) What effects (if any) did their reaction have on your thoughts and 
feelings about yourself?
PLEASE PROCEED TO Q.24.
Q.23. What led you to make the decision not to tell your ex partner that you 
are a donor offspring?
Q.24
IF YOU DO NOT HAVE CHILDREN, PLEASE PROCEED TO 
Q.26.
Q.24. Have you told your children that you are a donor offspring?
(Tick or write down the appropriate answer)
Y es......................... No..........................
Z o s
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If NO, proceed to Q.25. Otherwise continue.
a) What led to your decision to tell them?
b) How did they react to being told that you are a donor offspring?
c) In what ways was it different or similar to the way in which you 
were told that you are a donor offspring.
PLEASE PROCEED TO Q.26.
Q.25. What led to your decision not to tell your children that you are a 
donor offspring?
Q.26. Thinking about your experience of being a donor offspring, what 
advice would you give to other parents considering donor 
insemination as a fertility treatment?
X 6 i
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Q 27. Is there anything else that you would like to add, which you feel has 
importance for you and has not been covered by this questionnaire?
THANK YOU VERY MUCH FOR YOUR CO-OPERATION
2
possible for me to get.
é Q 4 What effects (if any) did it have on how you thought and felt about 
\o dau^terofadoctor. , &
M Also, it really made me question what my biological father was like.
)' a) Has that initial reaction changed over time?
Yes and no
i<9 notion. I still wonder about it though.
? T^ ] ^plained a lot
%
%0>°\
% A % subconsciously blamed me for not bemg able to brmg him mto the
f i i '-  4 family”- I don’t think she was self-aware enough to really know she,
7 was doing any of this............
What effects (if any) did it have on how you th o u ^ t and felt about
q your father? . , ,,.1. j
'  cfTb I  definitely felt less of a connection with him. But we hadn t had 
^  (I spoken for many years prior to me finding out. After my parents
12. divorced he took off and did not maintain a connection I looked him 
,j up as an adult, but he is so difficult to get along with that it wasn’t
worth it........
*. vHs" a) Has that initial reaction changed over time? ^
I (, Not really. I don’t want him to know that I know (that he isn t my 
oA ' n  father) because I don’t want to morally let him off the hook. I toow 
 ^ now that he didn’t feel a connection to us, otherwise he would have
' ,n maintained contact, so he really thought that he wasn’t our father and
didn’t feel responsible for us. It really made me question how men 
)  1 felt about genetic
tt-links.........................................................................................................
11; b) If yes, in what ways has it changed?
 ^y See a
2Ç above......................................................
7 4  c) What do you think has led to these changes?
Q 6 Zlln everyday life, people often describe themselves, or are described by 
1% others in relation to family members e.g. ‘being stubborn’ like your
2 10
a o n  what my mother wasn’t, but that is
' t o all............................................................................................... ............
^  IC father...................................................................
■'{ right’. Were you in any sense aware that your parent(s) were 
L  withholding information about you?
V, Yes ...X ..........  No.................. Not su re  X.............
(Tick or write in the appropriate answer)
.21»
. , T # |  a w a y  for many years. Years later, I ™y s is t^
' t  she thought it was possible that our mother had an ^ a i r  We both
j  th o u ^ t that was impossible, but that it was likely that she 
'■ '-f remembered his blood type
> incorrectly.................... .......................................................................
If you answered NO please proceed to Q.8. If not continue.
Ic b) What effects (if any) did the witholding of information have on
, 7 your feelings about yourself? _ .
W  y  I feel that knowing my true backgroimd would have made fmdmg my 
\  own identity easier. I know my sister is and was fmous at my mother 
^  to for withholding this information. My sister had tned to initiate
.U  a contact with our father, and was rebuffed. She felt that she wouldn t
a have tried had she known the 
i5trath
0  8 At any stage since discovering that you are a donor offspnng, have 
you wanted to find out more information about the donor?
(Tick or -write in the appropriate answer)
Hj. Yes X   No
If you have answered NO, proceed to Q12. Otherwise continue.
ZS"a) What reasons did you have (do you have) for wanting to find out 
O S d  out who I had inherited what from^ What was his
]o etc. I wanted to get more of a sense of identity, o r , more acurately, of 
my
2%/history.....................................................................................................
ai2.
b) Have you ever taken any action towards finding out? 
(Tick or write in the appropriate answer)
YES ...X.
NO .......
If  you have answered NO, proceed to Q.13. Otherwise, continue.
/■ c) What action have you taken?
Z' I first tried to find out what I could about the doctor, and what had 
% heen done in the fifties. I found the doctor s obituary, and what 
journals he had published in. I tried to find out where his medical 
r  records were kept, but that was a dead end. He gave his practice to 
t his nephew, who also died
7 1 found out that Fertility and Sterility was the journal that the doctor
c) had published in. I went to the national Library of medicine, and read 
Q many years of this journal. I wanted a sense of what the doctor was 
, c' doing, and how he got his donors, and also what other doctors were 
I / doing! .He had his practice in Mnahatten (New york city) I found out 
17‘ that he used his donors repeatedly (he described one donor he called 
i j  MAC, who was responsible for 41 live births at that time of the 
(li- article.... There was also a Dr. Maclead who had a cadre of med 
I.( students in Manhatten, who donated twice a week for four years each. 
(4. I thought this doctor might have been supplying the city of New York. 
L1 Anyway, most doctors were using med students as donors (or at least 
19 that is what is written) There were four med schools in Manhatten at
Lri that time. I got the yearbooks for the four years in question from all
to  foiu med schools. I wrote to maybe thirty of the students (after 
2) tracking them down) I wrote saying that I was not lloking ti intrude, 
27 just for information. If they weren t the donor, and had any 
T j information as to practices of the fifties, I asked them to tell me that 
lu- also. I told them they could keep it anonymous, not tell me where 
iX drey were writing from., about one third wrote back. Most said.
Z l3
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‘‘s o r r y ,  it wasn’t me.” I got one man saying that such and sucj
2 was a donor and I should write him. I got one beautiful letter, saying 
T that I would probably never find the man, but that it was his loss,
y. b e c a u s e  he wouldn’t know his childrenor grandchildren. Then I got
5" one very nasty letter, saying that my knowledge exceeded my wisdom 
^  L  01 maturity, and that i f l  knew it would make me unhappy. I realize 
M that I touched a raw nerve in that guy, but his letter stopped me cold.
I didn’t write another letter. I wondered if the whole thing sounded
 ^ pathetic ;....... ..............................................................................
d) Before completing this questionnaire, had you ever talked to others 
about your search for information about your donor?
(Tick or write in the appropriate answer)
Yes...X .................  No................
If NO proceed to Q.9. Otherwise continue.
e) How easy/difficult was it to talk about your search?
( f Easy for me, hardfor some people.to
listen.......................................................................................................
(3  f) What is it about this that makes it easy/difficult?
I Y Some people had very strong ideas about the donor’s right to privacy. 
 ^ ^  (Even though 1 only sent letters to business addresses, and did not
^  k ,r  even ask for a name). Some felt that I was entitled to a medical
n history, but nothing else. I primarily just asked people to help pick 
<7 out pictures from the yearbooks that had some resemblance to me. It 
(2 is really hard to see resemblances in those old pictures, and after a
<6 while, all the pictmes start almost looking
qX alike...............................................................................................................
ZlH-
8Proceed to Q.10.
Q.9. What led to your decision not to talk?
Q. 10. Do yon now have more information about your donor?
(Tick or write in the appropriate answer)
YES .............
) NO ...X ........
If you have answered NO, please proceed to Q.14. Otherwise, 
please continue.
a) What information do you have?
b) What effects (if any) has this had on how you think and feel about 
yourself?
Q.11 Have you ever tried to make contact with your donor? 
(Tick or write in the appropriate answer)
YES
NO
1  ir
If you have answered NO, proceed to Q.15. Otherwise, 
continue.
a) What led to tiiat decision?
b) How did you make/or try to make contact with your donor?
c) Were you successful in making contact? 
(Tick or write in the appropriate answer)
YES
NO
If you have answered NO, proceed to Q.16. Otherwise, continue.
d) What happened when you made contact?
e) What effect (if any) did making contact have on your thoughts and 
feelings about yourself?
f) Has this initial reaction changed over time? 
Y es...............  No........
Z \ i
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If NO, proceed to Q.17. Otherwise continue.
g) If yes, in what ways has it changed?
h) What do you think m i^ t have led to these changes?
i) What effects (if any) has this had on your thoughts and feelings 
about your donor?
NOW PROCEED TO Q.17.
Q.12. What led you to make that decision?
NOW PROCEED TO Q.17.
Q.13. What stopped you from taking action?
NOW PROCEED TO Q.17.
Q.14. What happened?
zn
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( ' I just gave up. I occasionally think about starting again, but
Z- 1 haven’t. 1 guess I still wonder if the whole thing is
3  pathetic.....................................................................................................
/  ...........................................................................................................
a) What effects (if any) has this had on your thou^ts and feelings 
about yourself?
NOW PROCEED TO Q.17.
Q.15. What circumstances led to you NOT contacting the donor?
a) What effects (if any) has this had on your thoughts and feelings 
about yourself?
NOW PROCEED TO Q.17.
Q.16. What (if any) was your reaction when you were unable to make 
contact with the donor?
12
a) Has your initial reaction changed over time? 
Y es................  N o .....................
If  NO, proceed to Q.17. Otherwise please continue.
b) If yes, in what ways has it changed?
c) What do you think has led to these changes?
NOW CONTINUE AS FOLLOWS.
Q.17. Have you ever received any information about your donor, which was 
not at yoiu own instigation?
i Yes.........................  No.... X ...............
IF NO, PROCEED TO Q.18. IF YES CONTINUE.
a) Who provided this information?
b) How did you react to receiving this information?
Q.18. How do you think donor insemination is perceived by society in 
general?
2 I have friends who have used it to get their children or have 
y  J  considered it. They don’t want to hear that the child may want info
t f  about the donor. They are planning to tell the children about the 
, ^  C  donor insemination, but feel that their children will be loved enough
X s  b that they will have no need to have info about the donor.
2 -l‘î
I I also think that this is a very emotional issue for people. As I said, I think 
^  society allows that I have a right to a medical history, but no right for 
, 3  any other info.
Lp I also think there is very much a double standard in place. The use of donor 
^  eggs has sparked dialogue about the kid’s right to know, but donor
sperm is considered exempt from
7  this.........................................................................................................
  .............................................................................................................................
/  .............................................................................................................................................................
a) To what extent do you agree with this perception? 
I
S disagree.......................................................................
^  b) What makes you say that?
^  [C> The children have a right to know their genetic heritage, whether the 
J  ^  (j donated genes come from an egg or sperm., it is one-half of the 
II  child’s genetics
regardless!!!............................................................... ..........................
Q.19. It has been suggested that within families where children are
conceived by donor insemination there might be ongoing emotional 
effects amongst the family. What (if any) is your experience of this? 
f^As I said earlier, I think it profoundly influenced the balance of power 
in the
^ f a m i l y .............................................................................................................................................
IF YOU HAVE NEVER HAD A PARTNER 
(husband/wife/boyfriend) PLEASE PROCEED TO Q.26.
2 ZÔ
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Q 20. Have you told your current partner that you are a donor offspring? 
(Tick or write in the appropriate answer)
) Yes X   No......................
If you have answered NO, proceed to Q.21. Otherwise continue.
a) What made you decide to tell him/her?
T- Honesty...............................................................................................
b) How did they react to being told that you are a donor offspring?
3 Interested, but not shocked or
Y bothered..............................................................................................
c) What effects (if any) did their reaction have on your thoughts and 
feelings about yourself?
None......................................................................................................
PLEASE PROCEED TO Q.22.
Q.21. What led you to make the decision not to tell your partner?
22.1
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IF YOU HAVE NEVER HAD A PREVIOUS PARTNER 
PLEASE PROCEED TO Q.24.
Q.22. Have you ever disclosed to a previous partner that you are a donor 
offspring?
Yes.................... No.....................
If NO please proceed to Q.23. Otherwise continue.
a) What made you decide to tell him/her?
b) How did they react to being told that you are a donor offspring?
c) What effects (if any) did their reaction have on your thoughts and 
feelings about yourself?
PLEASE PROCEED TO Q.24.
Q.23. What led you to make the decision not to tell your ex partner that you 
are a donor offspring?
Q.24
16
I F  YOU DO NOT HAVE CHILDREN, PLEASE PROCEED 
TO Q.26.
Q.24. Have you told your children that you are a donor offspring?
(Tick or write down the appropriate answer)
) Y es X ................. No.........................
IfN O , proceed to Q.25. Otherwise continue.
1  a) What led to your decision to tell them?
Ü  ' i  I didn’t want to perpetuate the secrecy. I thou^ t that I should have 
been told, so the r i ^ t  thing to do was for me to tell my 
> son........................................................................................................
b b) How did they react to being told that you are a donor offspring?
^  7  OK, he wonders about his grandparents a bit too though. Especially
I ^ s i n c e  he only has one living grandparent now (his father’s mother).
j  Î, '-■( He did have the dreaded “family tree” for homework, and we
c~ (c discussed what he should put down. He wanted to put down my
J  I ( mother’s ex-husband, just so he wouldn’t feel
II different...............................................................................................
c) In what ways was it different or similar to the way in which you 
i y were told that you are a donor offspring, 
c c v k  I think that by telling early, they get used to the idea, and there are no
secrecy issues
n  later........................................................................................................
2Z.Z
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PLEASE PROCEED TO Q.26.
Q.25. What led to your decision not to tell your children that you are a 
donor offspring?
Q.26. Thinking about your experience of being a donor offspring, what 
advice would you give to other parents considering donor 
insemination as a fertility treatment?
 ^  ^  ^would tell them to seek counseling about working out their fertility
issues.
Jlwould tell them to be aware that there could be family balance of power 
4  issues, and they should work on this
f  I would also tell them to get as much info about the donor as possible,
ia because the children will want to know something; it is human nature
7 to want to 
% know......
Q.27. Is there anything else that you would like to add, which you feel has 
importance for you and has not been covered by this questionnaire?
THANK YOU VERY MUCH FOR YOUR CO-OPERATION
2 Z 4
it a person.
lybe I will Start up the search again. ^
ive to be alerted.
at's all 1 can think of, 
ake care and good luck,
jw
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> he's like. I would like to see if my personality is like his, in general, j
> what 1 inherited from him. I have to think about why i am afraid this is 1
> pathetic, and if I'll continue the search. Have to run to a meeting
> n o w ....i ' l l  write next week. I
> Thank you so much for sending back your questionnaire. You have
> provided me with lots of detail, which will be very important in trying to
> ascertain commonalities in identity formation amongst participants.
>
> 1 have one or two follow-up questions generated by your interesting
> replies. It v/ould help me enormously if you could answer these.
>
> You said that when you were trying to find out who the donor was,
> one of the people who wrote back to you was rather unpleasant and stopped
> you in your tracks. You said he made you feel, "pathetic"?
>
> Can you tell me in what ways he made you feel 'pathetic'? What
> sorts of emotions, feelings or thoughts did he provoke in you?
>
> Later you explained that you have given up searching for your donor
> for the time being because you are still wondering whether, "the whole
> thing is pathetic."
>
> What is it about searching for your donor, that you feel might be
> pathetic?
> What sorts of feelings are you left with, now that you have stopped
> looking?
>
> The last question asked if there was anything else you v/anted to add
> to the questionnaire. Am 1 right in presuming that you left this blank
> because you have nothing further you wish to say?
>
> Finally, 1 would be interested to hear what it was like for you
> taking part in the study. Has it left you with any residual
> feelings/emotions?
>
> 1 look fon/vard very much to hearing from and thank you once again
> for your time and energy in responding.
>
> Kind regards,
>
> Amanda Turner
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Ms A  Turner
School o f Human Sciences (Psychology) 
: University o f  Surrey
University 
of Surrey
Guildford
Surrey GU2 5XH. UK
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+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
Registry
Dear Ms Turner
What does it mean to be a Donor Offspring? The identity experiences of those 
conceived by donor snerm insemination and the imnlications for counselling and 
therapy. (ACE/99/8/PsvchI
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are obser\'ed.
The letter o f  approval relates only to the study specified in your research protocol 
(ACE/99/8/Psych). The Committee should be notified o f any changes to the proposal, 
any adverse reactions and if  the study is terminated earlier than expected (with 
reasons). I enclose a copy o f the Ethics Guidelines for your information.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, ACE
Dr Adrian Coyle, Supervisor, Psychology
Enc.
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2 attachments in donor offspring, adoptees and those raised by both
3 biological parents
4
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1 ABSTRACT
2
3 This study looked at the past and present attachments of donor offspring,
4 adoptees and those raised by their birthparents and the implications for
5 Counselling Psychology. Forty-eight participants were recruited, with
6 sixteen participants in each group. Donor offspring were recruited from
7 support networks in the UK, USA, Canada and Australia and matched
8 themselves with adoptees and those raised by their birthparents (other
9 controls were also recruited from support networks and the general
10 population in the UK). Structured questionnaires were sent by post,
11 which measured retrospective memories of parental attachment/bonding
12 and adult relationship styles. The results indicated that overall adoptees
13 had significantly more childhood insecure attachments than those raised
14 by their birthparents and that although not significant, donor offspring
15 shared similar scores to the adoption group. These results lend some
16 support to the view that being unrelated to one or two parents, negatively
17 affects early parental attachment. These early relationships were not
18 predictive of adult relationship styles. Indications are that adoptees and
19 donor offspring may benefit from forming a secure attachment in therapy,
20 in order to work through any emotional trauma related to insecure
21 attachments with their parents.
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1 INTRODUCTION
3 It has been argued that there is little similarity between the identity
4 experiences of donor offspring and adoptees because donor offspring are
5 not abandoned by their birthparents and donor offspring do not
6 experience the loss of an existing parent (Golombok, 1999; Shenfield and
7 Steele, 1994; 1997). Previously it has been difficult to counter this
8 argument because to date there has been no published research with adult
9 donor offspring. However, a recent study into the identity experiences of
10 donor offspring (Turner and Coyle, in press) is about to be published.
11 Although more research needs to be conducted to support their findings,
12 in the absence of other research, this paper will focus on that study as a
13 tentative starting point for discussing the possible similarities and
14 differences between donor offspring and adoptees.
15
16 Turner and Coyle (m press) found that donor offspring shared many of
17 the same identity issues of those reported by adoptees. They reported low
18 self-esteem; a need to search for their birthfathers; a feeling of being
19 genetically incomplete; a need to talk and build a narrative that might
20 help explain their loss and grief at not knowing their donor fathers and
21 feelings of abandonment by their donors who had remained anonymous.
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1 This concurs with the adoption literature, which has shown that adoptees
2 also experienced low self-esteem, a need to search for their birthparents
3 and complete themselves genetically, feelings o f abandonment by their
4 birthparents and a need to talk and be able to describe what it means to be
5 an adoptee raised by non-biological parents (Brodzinsky et al., 1992;
6 Haimes and Timms, 1985; Krueger and Hanna, 1997, March, 1995; Sants,
7 1964; Stein and Hoopes, 1985; Triseliotis, 1973).
8
9 However, Turner and Coyle’s study (in press) also indicated some
10 differences between the two groups. Donor offspring reported an
11 imbalance in the parental marital relationship that seemed to be due to the
12 differences in biological relatedness between the mother and father,
13 resulting in the mother holding more power in the family. The secrecy
14 surrounding the practice of donor insemination (DI) and the reluctance of
15 parents to tell their children that they were donor offspring, caused
16 unusual family dynamics. Participants described this dynamic as partly to
17 do with the mother maintaining secrecy in order to protect the father from
18 the perceived stigma of male infertility. Participants described how these
19 unusual family dynamics left them feeling insecure, rejected (particularly
20 by their donor fathers) and experiencing a sense o f not belonging and
21 uncertainty, which they could not explain. However, it is important to
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1 note that this research reported individual subjective accounts and
2 therefore it is not possible to generalize from such a study. Donor
3 offspring recruited from other populations may have described quite
4 different experiences.
5
6 Certainly in recent research comparing 4-8 year old children in the
7 following four groups: donor offspring; adoptees; those conceived by
8 IVF; and those conceived naturally (Golombok et al., 1995, 1996;
9 Golombok and Murray, 1999), no significant differences were found in
10 the socio-emotional welfare of donor offspring compared to the other
11 groups. In fact the studies indicated that the quality of parenting in
12 families with a child conceived by assisted conception is superior to that
13 shown by families with a naturally conceived child and that it did not
14 matter whether the child was genetically unrelated to one parent or both
15 parents, the parenting process remained undisrupted. This contradicts
16 Turner and Coyle’s (in press) findings, which indicate that the unusual
17 family dynamics and imbalance in power between the parents in donor
18 offspring families, cause potentially more problems for donor offspring
19 than in adoptive families, where the parents are both biologically
20 unrelated to their child. It would be interesting, therefore, to look more
21 closely at the attachment relationships made by donor offspring and
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1 adoptees in both childhood and adulthood and compare them with those
2 raised by their birthparents in order to contribute to the body o f evidence
3 in this field.
5 As already identified, one of the major differences that exist between
6 adoptees and donor offspring, are the differences in their biological
7 connection to their parents. Donor offspring are biologically related to
8 their mothers but not to their fathers. Adoptees are biologically unrelated
9 to both parents. It has been argued that the lack of biological connection
10 for adoptees might have implications for the type of parental attachments
11 formed (Brodzinsky et al, 1998; Butler, 1989, Rosenberg and Homer,
12 1991, Singer et al., 1985; Smith and Brodzinsky, 1994; Tizard, 1977;
13 Yarrow and Goodwin, 1973).
14
15 The relevance of attachment to relationships originated from Bowlby’s
16 attachment theory. Bowlby has suggested that infants are ‘hard-wired’ to
17 form attachments with others (Bowlby 1988). Through responsive and
18 positive attachments children acquire a secure base fi*om which they can
19 learn to begin to explore their external world. The theory assumes that as
20 development proceeds, children begin to take on the role of self-control
21 and regulation for themselves. These early relationships then provide the
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1 basis for an internal working model o f self and others. This provides the
2 base from which adults learn about their ‘se lf and how they perceive
3 themselves in relation to others.
5 It was Bowlby who first suggested that the attachments humans formed in
6 childhood were integral, “from the cradle to the grave,” (Bowlby, 1979).
7 Ainsworth (1989) also supported the view that early attachments had a
8 lasting influence on human behaviour throughout the hfespan.
9 Consequently there has been much research establishing links between
10 adult’s current attachment styles with their retrospective accounts of
11 relationships with parents (Brennan et al., 1991; CameUey et al., 1994;
12 Collins and Read, 1990; Feeney and Noller, 1990) and adults’ attachment
13 styles in close relationships (Hazan and Shaver, 1987,1994;
14 Bartholomew and Horowitz, 1991; Feeney and Noller, 1990,1991). It
15 has been suggested that when adult peers begin to provide the same
16 emotional support and security that parents offer in infancy and
17 childhood, the attachment will be gradually transferred from the parents
18 to the peers (Hazan et al., 1991; Hazan and Shaver, 1994). It seems,
19 therefore, that if donor offspring and adoptees form insecure attachments
20 because of their unrelatedness to one or both parents, then this will have
21 implications for their adult attachments and relationship styles.
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1 The psychological and therapeutic implications following on from
2 insecure parental attachments have been well documented (see Bowlby,
3 1988; Harris and Bifulco, 1991; Holmes, 1992,1993; Holmes and
4 Lindley, 1989; Parkes et al., 1991; Patrick et al., 1992) and can lead to
5 insecure and defensive strategies in adult relationships (Holmes, 1993).
6 Where children are not related to one or both biological parents there may
7 be feelings of loss, rejection or simply not being understood (Brodzinsky
8 et al., 1992; Haimes and Timms, 1985; Krueger and Hanna, 1997, March,
9 1995; Sants, 1964; Stein and Hoopes, 1985; Triseliotis, 1973; Turner and
10 Coyle, in press) and this could result in ambivalent strategies such as
11 clinging to attachment figures and demanding care and attention (Holmes,
12 1993). Alternatively, when donor offspring or adoptees do not feel that
13 they ‘fit in’ with their families or are unable to talk about their needs for
14 fear of being misunderstood, they might implement avoidant strategies,
15 such as suppressing their own needs and demands in order to avoid
16 rejection.
17
18 Counselling and therapy provision has already been made for adoptees in
19 the form of support groups, such as NORCAP (The National Organisation
20 for the Counselling of Adoptees and their Parents), and through attention
21 to the clinical implications of adoption in the literature (see Brodzinsky et
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1 al., 1998; Brodzinsky and Schechter, 1990; Krueger and Hanna, 1997;
2 Lifton 1994; Raynor, 1980; Sorosky et al., 1978). Much of this provision
3 has been aimed at children and their families, in order to help them (for
4 example through compiling life stories, pictorial timelines and written
5 role-play exercises) place themselves in their genetic context. There is
6 not much literature which advises on therapeutic intervention for adult
7 adoptees, although some researchers have indicated the loss and grief of
8 not knowing one’s birthparents and the need to fantasize about
9 birthparents in order to raise self-esteem and compensate for the
10 deprivation of not knowing (Lifton, 1994; Miller-Havens, 1996;
11 Nickman, 1996).
12
13 At present, however, there is no such provision for donor offspring,
14 although initial recommendations have been made about the importance
15 of obtaining trust and creating firm boundaries within the therapeutic
16 relationship, building narratives about their experiences and the working
17 through of loss and grief (see Turner and Coyle, in press). It seems
18 appropriate, therefore, to look more closely at the possible similarities and
19 differences between the two groups in order to consider whether or not
20 the adoption experience is useful in providing a framework for the future
21 counselling and therapeutic provision for donor offspring.
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1 Aims
2 This study proposes to look at the attachment relationships of three
3 groups, donor offspring, adoptees and those raised by their birthparents.
4 It will endeavour to see if there are any similarities or differences between
5 the groups and whether donor offspring have similar or different
6 attachment patterns to adoptees. It is expected that donor offspring and
7 adoptees will have more insecure attachments overall than those raised by
8 their biological parents because of the genetic unrelatedness of one or
9 both parents. However, although biologically related to their mothers, it
10 is expected that donor offspring’s maternal attachment will be similar to
11 adoptees and different to those raised by their birthparents because of the
12 imbalance in the parental marital dynamics and resulting unusual family
13 dynamics. Overall it is expected that donor offspring and adoptees will
14 have significantly more insecure paternal attachments than those raised by
15 their birthparents. However, paternal attachment in donor offspring might
16 be even more frequent than for adoptees because of the secrecy
17 surrounding donor insemination (which may have led to strong feelings of
18 not belonging and rejection by their social fathers). This study will also
19 consider the extent to which there is a connection between early parental
20 attachments and adult attachment and the meaning this might have for
21 clinical intervention. It is expected that secure attachments in childhood
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1 will be related to secure adult relationship styles and that insecure
2 attachments in childhood will be related to insecure adult relationship
3 styles.
4
5 The literature has suggested that there is no clear empirical evidence to
6 support similarity or difference in attachment between donor offspring,
7 adoptees and those raised by their birthparents. It is hoped, therefore that
8 this study will provide a clearer picture. In addition, the study aims to
9 discuss the attachment implications of being biologically unrelated to one
10 or both parents and what this might mean for Counselling Psychology. It
11 will consider relevant therapeutic interventions and how attachment
12 issues for donor offspring and adoptees might be approached and resolved
13 in the therapeutic context.
14
15 Hypotheses
16 1. There will be significant differences in parental
17 attachments/bonding and adult relationship styles between groups,
18 with donor offspring and adoptees reporting more insecure
19 attachments overall than those raised by their birthparents.
20 2. There will be a significant difference in the maternal
21 attachment/bonding patterns between groups, with donor offspring
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1 and adoptees reporting more insecure attachments than those raised
2 by their birthparents.
3 3. There will be a significant difference in the paternal
4 attachment/bonding patterns between groups, with donor offspring
5 and adoptees reporting more insecure attachments than those raised
6 by their birthparents.
7 4. There wül be a significant correlation between parental
8 attachment/bonding patterns and adult relationship styles.
9
10 MATERIALS AND METHODS
11
12 Design
13 The study used a between-subj ects design. The independent variable was
14 the genetic relationship status between the participants and their parents
15 with three different levels: donor offspring (raised by their birthmother
16 and social father who is not their genetic parent), adoptees (those raised
17 by their social mother and father, neither of whom are their genetic
18 parents) and a control group of those adults raised by their birthparents
19 (both of whom are genetically connected to them). The dependent
20 variables were the parent-child bond as measured by the Parental Bonding
21 Instrument (FBI: Parker et al., 1979) and present close relationships as
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1 measured by the Experiences in Close Relationships measure (BCL:
2 Brennan et al., 1998) and the Relationship Questionnaire (RQ:
3 Bartholomew & Horowitz, 1991).
5 Participants
6 There were 16 participants in each group. Sixteen donor offspring had
7 already been identified fi*om support groups within the donor offspring
8 population in the UK, America, Canada and Australia (see Turner and
9 Coyle in press). Four participants declined to participate in further
10 research and four new participants were recruited fi*om the same sources.
11 Due to the secrecy within families about donor insemination (DI) it was
12 exceedingly difficult to find additional participants and therefore the
13 sample was necessarily small. The number of participants available fi’om
14 the donor offspring population therefore determined the sample size
15 within each group. In order to try and match participants as closely as
16 possible between the three groups for age; gender; nationality; ethnicity;
17 education; and current romantic relationship status, each donor offspring
18 was asked to find a match with an adoptee and someone raised by their
19 birthparents. 8 (50%) donor offspring matched themselves with adoptees
20 and 11 (68.8%) donor offspring matched themselves with someone raised
21 by both birthparents. Where no match was found, the investigator
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1 attempted to match participants via the Internet and the support group
2 NORCAP (The National Organization for the Counselling of Adoptees
3 and their Parents). All the donor offspring and adoptee participants were
4 members of support groups that addressed issues surrounding their
5 genetic relationships with one or both parents. Although it might have
6 been equally possible to recruit the control group from a similar support
7 group, such as those supporting individuals brought up by a step-parent,
8 the differences (for example the presence of half siblings, dealing with
9 divorce or separation) was thought to introduce too many confounding
10 variables. Equally, it would have been more difficult for donor offspring
11 to find a match for themselves. Therefore, the remaining numbers for the
12 control group (those raised by both birthparents) were recruited by
13 approaching acquaintances and students from the university.
14
15 Measures
16 Adult attitudes towards previous parental care and protection between 0-
17 16 years
18 A previously designed questionnaire, Parker’s Parental Bonding
19 Instrument (PBI: Parker et al, 1979) was used to examine the
20 retrospective memories adults have of their parents’ contribution to the
21 parent-child bond. Using two parallel forms of 25 items each (requiring
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1 adult respondents to rate each parent separately on a 4-point scale) (see
2 Appendix IV); it assesses the retrospective memories of parental care in
3 terms of parental warmth and affection and overprotection in terms of
4 parental control and intrusion. A total score was calculated for both care
5 and overprotection (now termed a “protection” score: G.Parker, personal
6 communication). In addition to generating care and protection scores for
7 each scale, parents are also effectively “assigned” (on the basis of the
8 relation to their scores on the care and protection scales), to one of four
9 quadrants: “optimal parenting” = high care and low protection;
10 “affectionate constraint” = h i^  care and high protection; “affectionless
11 control” = high protection and low care; and “neglectful parenting” = low
12 care and low protection. Assignment to “high” or “low” categories is
13 based on the following cut-off scores: for mothers, a care score of 27.0
14 and a protection scores of 13.5; and for fathers, a care score of 24.0 and a
15 protection score of 12.5. Negative inter-correlations have been found
16 between the scales of Overprotection and Care: -.47 for mothers and -.36
17 for fathers (Parker et al., 1979). High internal reliability estimates have
18 been reported (Mallinckrodt, 1991). There is also considerable evidence
19 of the validity of the retrospective ratings of the PBI (Mackinnon et al,
20 1989; Mallinckrodt, 1991; Mallinckrodt et al., 1995; Parker et al., 1979;
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1 Parker, 1981,1989,1993; Sarason et al., 1986; Wilhelm and Parker,
2 1990).
3
4 Self-Report o f current attachment styles
5 The Relationship Questionnaire (RQ: Bartholomew & Horowitz, 1991) is
6 a self-related single item measure made up of four short paragraphs, each
7 describing a prototypical attachment pattern as it applies in close adult
8 peer relationships (see Appendix V). It is based on the theoretical
9 argument that two underlying dimensions define attachment style: models
10 of the self (positive-negative) and models of others (positive-negative).
11 The four attachment styles described in the questionnaire are: Secure (A:
12 positive self/positive other). Fearful (B: negative selfrnegative other),
13 Preoccupied (C: negative selfrpositive other), and Dismissing (D: positive
14 selfrnegative other). Participants were asked to circle one of the four
15 descriptive passages (representing the prototypical attachment patterns
16 described above) that best described their experiences of close
17 relationships. Respondents can then rate each description on a 7-point
18 Likert scale. However, although inter-correlations of attachment styles
19 (Bartholomew and Horowitz, 1991) indicated negative correlations
20 between Secure and Fearful (-.65) and between Preoccupied and
21 Dismissing (-.37), low reliabilities of scores have been reported (Scharfe
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1 & Bartholomew, 1994; Vacha-Haase et al., 1994). It was therefore
2 decided to use the self-allocation by participants to specific attachment
3 patterns for additional descriptive purposes only.
4
5 A measure o f adults ’ current experiences in close romantic relationships
6 The Experiences in Close Relationships questionnaire (ECL: Brennan et
7 al., 1998) (see Appendix VI), is a very recent attachment measure
8 developed following a large-sample study incorporating most of the self-
9 report attachment measures (Brennan et al., 1998). A factor analysis
10 produced two independent global factors, which corresponded to the
11 Avoidance and Anxiety dimensions. When subjects were clustered into
12 four groups based on their scores on the two factors, the groups
13 corresponded conceptually to Bartholomew’s four types (see above: RQ:
14 Bartholomew and Horowitz, 1991). Therefore, the Avoidance and
15 Anxiety factors have emerged clearly as being likely to be of the most use
16 to self-report attachment research (Brennan et al., 1998).
17
18 The ECL is a 36-item self-report attachment measure. Using a 7-point
19 Likert scale the measure can be used to create two subscales. Avoidance
20 (or Discomfort with Closeness and Depending on others) and Anxiety (or
21 Fear of Abandonment). The highest possible score on each scale is 126
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1 and the lowest 18. Assignment to “high” or “low” Avoidance and
2 Anxiety is based on the following cut-off scores on each sub-scale: 63
3 and above is high, 62 and below is low.
4
5 Demographic Information
6 Demographic information was collected by each participant for age;
7 gender; education; nationality; ethnicity; age at which they were disclosed
8 their donor offspring and adoptee status; whether they were currently in a
9 romantic relationship or not; and whether donor offspring or adoptees had
10 searched for their birthparents (see Appendix VU).
11
12 Procedure
13 All participants were sent a letter of introduction (see Appendix I)
14 detailing the purpose of the research, issues of confidentiality and
15 permission to withdraw firom the research at any time, together with an
16 instruction sheet (see Appendix U) detailing how to complete the
17 measures. Additionally enclosed were the two attachment measures (FBI
18 and ECL) and one relationship style measure (RQ), a demographic
19 questionnaire, a consent form (see Appendix HI) and stamped addressed
20 envelopes. All participants were asked to complete the questionnaires,
21 sign the consent form and return them by post within four weeks. Ethical
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1 approval was sought from the University of Surrey (see Appendix VIE).
2 In order to maintain confidentiality participants were assigned a case
3 number. Since the study was considered potentially sensitive, post
4 research support was carried out by email or telephone to allow debriefing
5 following completion of the questionnaires.
7 Data Analysis
8 In order to carry out parametric testing a number of assumptions needed
9 to be held. Firstly whether the data could be considered as interval data.
10 Diamantopoulos and Schlegelmilch (1997) have argued that Likert scales
11 can be considered both, ‘interval’ and ‘ordinal’ scales. Also, analysis of
12 variance (Anova) assumes a normal distribution and equality of variance
13 between the groups. Histograms of all the dependent variables indicated
14 normal distribution. A one-sample Kolmogorov-Smimov Test was run,
15 which showed that the normality assumption held (see Table 1), meeting
16 one of the criteria necessary for a one-way analysis of variance (Anova).
17 The other criteria stipulates that parametric tests can only be used when
18 there is equality of variance.
19
20 
21 
22
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1 Table!
2 
3
4
5
6
7
8 
9
10
11
12
13
14
15
16
17
18
One -  Sample Kolmogrov - Smirnov Test
Z score Asvmp. Sis. Q-tailedl
Mother/Care 1.114 .167
Mother/Protect .368 .999
Father/Care .462 .983
Father/Protect 1.233 .095
Avoidance .656 .783
Anxiety .357 1.000
19 Although the Levene homogeneity of variance test (see Table II)
20 indicated a significant difference between groups for Father/Protect (F (2,
21 45) = 3.40, p = .043) and Avoidance (F (2, 45) = 6.42, p = .004),
22 Diamantopoulos and Schlegelmilch (1997) have described the Anova as
23 an extremely ‘robust’ measure (particularly when the sample sizes in the
24 groups are similar) that can hold up against violations of the equal-
25 variances assumption. Therefore, it was decided that the non-significant
26 results for the Kolmogorov-Smimov Test indicated that the violation of
27 equal -variances was small and that parametric tests could be run. A one-
28 way analysis of variance (ANOVA) was then carried out comparing
29 differences between the three groups and the dependent variables
30 mother/father care and protection, anxiety and avoidance (see Table IV).
31 A post hoc analysis (Scheffe) was used to look at the data in detail and to
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1 correct for spurious effects and a descriptive analysis provided the mean
2 and standard deviation scores for all the dependent variables by group
3 (see Table V).
Table n Test of Homogeneity of Variances
6 Levene Statistic dfl df2 Sig.
7 Mother/care .231 2 45 .794
8 Mother/Protect 2.962 2 45 .062
9 Father/Care 1.570 2 45 .219
10 Father/Protect 3.390 2 45 .043
11 Avoidance 6.423 2 45 .004
12 Anxiety .125 2 45 .883
13
14
15 The RQ was scored using a nominal scale for assigning individuals to
16 each category. However it was inappropriate to carry out a statistical Chi-
17 square test because 25% of the cells had expected frequencies of less than
18 5. Finally, in order to test whether there was any relationship within
19 groups between parental care and protection (FBI) and avoidance and
20 anxiety in adult close relationships (ECL) a Fearson’s product moment
21 correlation was calculated (see Table VI, Appendices).
22
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1 Results
2
3
4
i
7
Demographic composition o f the sample
(see Table IE)
Table m
Demographic Composition of Sample
Donor OSspring 
N = 16
Adoptees 
N  = 16
Raised by 
birthparents 
N =  16
P=Value ,
Age (years) Mean (SD 8.80) 44 41 46
Range 22-55 29-56 25-57 NS
Gender Male 4 5 5
Female 12 11 11 NS
Nationality American 9 3 8
British 4 11 5
Australian 2 0 2
Canadian 1 1 1
Dutch 0 1 0 NS
Ethnicity White 15 13 16
Black-Aftican 0 0 0
Black-Caribbean 0 0 0
Pakistani 0 0 0
Bangladeshi 0 0 0
Chinese 0 0 0
Other . 1 3 0 NS
Qualifications School 2 5 3
College 6 10 8
Postgraduate 8 1 5 NS
In a romantic 
relationship
Yes 10 12 13
No 6 4 3 NS
Age discovered 
Donor
offspring/adoptee
Mean (SD 
41.69)
28 6 N/A X= (44)= 165.81,
p<.001
Range 3-52 0-34
Searched for 
Birthparents
Yes 10 16 N/A X=(4)=59.08,p<.001
No 6 0 N/A
NOTES: NS=not significant, N/A = not applicable.
9 The mean age was similar in all three groups. There were no significant
10 differences in gender, nationality, ethnicity, qualification or whether
11 participants were in close romantic relationships, across the groups.
12 However a significant difference was found in terms of the age at which
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1 donor offspring and adoptees discovered their lack of genetic relatedness
2 to their parent/parents (X  ^(44) = 165.81, p < .001), with adoptees finding
3 out in childhood (mean age = 6) and donor offspring in adulthood (mean
4 age = 28). There was also a significant difference between donor
5 offspring and adoptees in the number of people who had searched for
6 their birthparent/birthparents (X? (4) = 59.08, p < .001), with more
7 adoptees having searched for their birthparents.
9 Parental Care and Protection (see Table IV)
10 There were no differences between the three groups on the levels of
11 mother care and father protection. However, on the mother care scale the
12 mean scores for donor offspring (19.63) and adoptees (20.69) were more
13 similar than the scores for those raised by their birthparents (26.19) (see
14 Table V). In addition, the mean protection scores for donor offspring
15 (10.94) and those raised by their birthparents (10.94) were identical and
16 both fell below the cut-off point for overprotection. In contrast, the mean
17 score for the adoptees (15.75) was above the cut off point for
18 overprotection (see Table V). A significant difference was found in the
19 three groups on the level of father care (F (2,45) = 3.19, p < .05 one-
20 tailed). A post hoc Scheffe test showed that the difference was between
21 adoptees and those raised by their birthparents (p < 0.05 one-tailed), with
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1 adoptees rating their fathers significantly lower on care than those raised
2 by their birthparents. Although not significant the post hoc Scheffe on
3 father care indicated that the difference between donor offspring and
4 those raised by their birthparents was approaching significance (p = .065
5 one-tailed) with donor offspring reporting lower care than those raised by
6 their birthparents. A significant difference was found between the three
7 groups on the level of mother protection (F (2 ,45) = 3.40, p < .05 one-
8 tailed). A post hoc Scheffe test showed that the difference was between
9 adoptees and those raised by their birthparents (p < .05 one-tailed), with
10 adoptees reporting higher levels of protection than those raised by their
11 birthparents. Although not significant the post hoc Scheffe on
12 mother/protection indicated that the difference between donor offspring
13 and those raised by their birthparents was approaching significance (p =
14 .076 one-tailed), with donor offspring reporting higher levels of
15 protection than those raised by their birthparents.
16
17 Levels o f Avoidance and Anxiety in Close Relationships in Adulthood (see
18 Table IV)
19 No significant differences were found between the groups on the scores
20 for anxiety. However, the mean scores for anxiety were all above the cut-
21 off point for low anxiety (donor offspring, 63.50; adoptees 68.50; those
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1 raised by their birthparents, 68.56) (see Table V). There was a significant
2 difference in the groups on the level of avoidance (F (2, 45) = 2.63, p <
3 .05 one-tailed). However, the post hoc Scheffe indicated that the level of
4 avoidance was not significant between any of the groups, although
5 approaching significance between adoptees and those raised by their
6 birthparents (p < .058 one-tailed), with adoptees reporting higher
7 avoidance levels than those raised by their birthparents.
8
9 Descriptive adult relationship attachment styles
10 Although it was not possible to run a statistical test, a graph shows that
11 there was a difference in relationship style chosen by participants across
12 groups with most participants choosing relationship style A (45.8%)
13 (secure), followed by style B (31.3%) (fearful), style C (16.7%)
14 (preoccupied) and style D (6.2%) (dismissive) (see Fig.l, Appendices).
i
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Table IV
ANOVA One way anafysis of variance
&nnof Mean
Square
.Sig.( one-tailed)
Moflier/Care
Between Groups 397.042 2 198.521 1.717 .096
Within Groups 5203.625 45 115.636
Total 5600.667 47
MoAer/Protect
Between Groups 465.792 2 232.896 3.403 .021
Within Groups 3079.875 45 68.442
Total 3545.667 47
Father/ Care
Between Groups 512.542 2 256.271 3.193 .025
Within Groups 3611.375 45 80.253
Total 4123.917 47
Faflier / Protect
Between Groups 247.042 2 123.521 1.740 .094
Within Groups 3194.875 45 70.997
Total 3441.917 47
Avoidance
Between Groups 2743.292 2 1371.646 2.632 .042
Within Groups 23448.625 45 521.081
Total 26191.917 47
Anxiety
Between Groups 270.042 2 135.021 .384 .342
Within Groups 15823.938 45 351.643
Total 16093.979 47
5
6
7 Table V
8 Mean and Standard deviation Scores by Group
9
10 Mother/ Mother/ Father/ Father/ Avoidance Anxiety
11 Care Protect Care Protect
12
13 Donor Offspring
14 Mean 19.63 17.06 16.75 10.94 57.44 63.50
15 Standard Deviation 10.16 7.93 10.75 8.46 22.86 20.17
16
17 Adoptees
18 Mean 20.69 18.44 16.06 15.75 60.06 68.50
19 Standard Deviation 9.73 10.13 8.50 10.07 28.57 16.78
20
21 Raised by Birthparents
22 Mean 26.19 11.25 23.31 10.94 42.88 68.56
23 Standard Deviation 12.21 6.31 7.27 6.33 14.98 19.14
24
25
26
27
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1 The relationship between reported parental care and protection and
2 avoidance and anxiety in adult close relationships (see Table VII,
3 Appendices)
4 There was a significant positive correlation (r = .60, p < 0.05 2-tailed)
5 between father protection and anxiety scores in the donor offspring group.
6 As the level of protection rose for fathers so did the level of anxiously
7 attached adult relationship styles. There was no correlation between
8 father protection and anxiety scores in the other two groups. There was
9 no correlation between father protection and avoidance scores in any of the
10 groups. In addition, there was no significant correlation between father
11 care and avoidance scores. However, as the level of father care rose in
12 the donor offspring group, so did the level of avoidant type relationships
13 styles and was approaching significance (r = .44, p = .088). There was no
14 correlation between father care and anxiety scores. There was no
15 correlation between the level of mother protection and avoidance scores.
16 However there was a significant correlation (r = .50 p < 0.05 2-tailed)
17 between mother protection and anxiety scores in the adoptee group. As
18 the levels of mother protection rose, so did the level of anxiously attached
19 relationship styles. There was no correlation between mother care and
20 avoidance scores in any of the three groups. However, the relationship
21 between mother care and avoidance was approaching significance (r = -
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1 .43, p = .098) in the group of those raised by their birthparents. As the
2 levels of mother care rose, so the levels of avoidant type relationship
3 styles fell. There was no correlation between mother care and anxiety
4 scores in any of the three groups. However, the relationship between
5 mother care and anxiety was approaching significance (r = -.43, p = .097)
6 in the adoptee group. As the levels of mother care rose, so the levels of
7 anxiously attached relationship styles fell.
9 DISCUSSION
10
11 Maternal Attachment/Bonding
12 There was no significant difference between the groups in relation to the
13 levels of care by their mothers. However, the similarity in the mean
14 scores for donor offspring and adoptees raises questions about why the
15 level of care for the biological mothers of donor offspring are more
16 similar to the adoptee group than those raised by their birthparents. It was
17 suggested earlier that because of the secrecy surrounding their genetic
18 status and conception by DI, donor offspring experienced their family life
19 as unusual, with an imbalance in the ‘biological’ power between the
20 mother, father and child, leaving them uncertain and insecure about what
21 might be going on. These results, although not conclusive, show some
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1 tentative support in the right direction for the hypothesis that donor
2 offspring, like adoptees, feel equally insecure about the maternal
3 relationship, even though they are biologically related to their mothers.
4
5 Adoptees reported significantly higher levels of overprotection by their
6 mothers than those raised by their birthparents. Donor offspring’s scores
7 were similar to those for adoptees and approaching a significant
8 difference to those raised by their birthparents. This may reflect a need
9 to overcompensate for the lack of biological relatedness of the father in
10 the case of donor offspring and both the mother and father in the case of
11 adoptees. The emerging pattern for mother bonding was ‘affectionless
12 control’ for donor offspring and adoptees compared to ‘optimal bonding’
13 for those raised by both birthparents. Affectionless control has been
14 especially correlated with neurotic depression (Parker, 1983) and this has
15 important implications for the clinical setting.
16
17 Paternal Attachment/Bonding
18 The results show that adoptees reported significantly lower levels of care
19 by their fathers than those adults raised by their birthparents. Although
20 not significant the results indicate that the scores on father care for donor
21 offspring were very similar to adoptees and different to those raised by
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1 their birthparents. It seems that when the father is not the biological
2 father, he is reported as less caring. There was no significant difference
3 between the levels of protection by the father between the groups,
4 although the mean protection scores suggested that donor offspring and
5 those raised by their birthparents had less overprotective fathers. These
6 patterns, if replicated, would suggest that each group fell into different
7 bonding/attachment patterns. Overall, those raised by their birthparents
8 viewed their relationship with their fathers as ‘optimal’ (high care, low
9 protection) compared to donor offspring who perceived their relationship
10 as ‘neglectful’ (low care, low protection) and adoptees as bordering on
11 ‘affectionless control’ (low care, high protection).
12
13 Although it has been argued that donor offspring’s experiences are not the
14 same as adoptees because they do not experience a loss of a single parent
15 (Golombok, 1999) and have not been ‘given up’ by their birthparents
16 (Shenfield and Steele, 1994,1997), these results tentatively indicate
17 (although not significant) that in terms of their memories of mother and
18 father attachment/bonding, there may be more similarities between the
19 two groups than differences. Certainly this supports the findings of
20 Turner and Coyle’s study (in press) where participants experienced
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1 feelings of grief and loss for their absent donor fathers and a need to
2 search and complete their genetic picture.
3
4 Equally, these similarities in parenting attachments also suggests that
5 there may be some evidence to support the research carried out by
6 Golombok et al. (1995,1996) and Golombok and Murray (1999), which
7 suggests that it does not matter whether the child is unrelated genetically
8 to one parent or two, the parenting qualities remain the same. However, it
9 does contradict the findings that the parenting in donor offspring families,
10 is superior to those raised by both biological parents. This might be
11 because the children in these studies were too young to be able to reflect
12 or report on their relationship with their parents.
13
14 Adult relationship styles
15 No significant differences were found between the three groups in
16 relation to anxious and avoidant relationship styles. However, the mean
17 scores suggested that everyone reported anxiety in their relationships just
18 above the cut-off score for low anxiety, suggesting that they were all
19 experiencing some difficulties in becoming close to their partners and
20 were fearful of abandonment. However approaching significance were
21 the higher avoidant type relationships reported by adoptees compared to
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1 those raised by their birthparents. Indications seem to suggest that
2 adoptees may be reporting more discomfort in closeness and in depending
3 on others than those raised by their birthparents. Although not
4 significant the mean scores for donor offspring were nearer to those of
5 adoptees than those raised by their birthparents. The lack of significant
6 difference between donor offspring and those raised by their birthparents
7 could be related to the size of the sample, or it could be reflective of the
8 fact that adoptees (whose scores were approaching significance) have had
9 longer to wrestle with the idea of being adopted, having discovered their
10 status in childhood, compared to donor offspring who found out in
11 adulthood. The significant difference in age at which disclosure of donor
12 offspring and adoptee status occurred might therefore need to be
13 considered as a covariate in future research.
14
15 The relationship between early parental attachment patterns and adult
16 relationship styles
17 Donor Offspring
18 A relationship was found between overprotection by fathers and anxious
19 adult relationship styles for donor offspring; and approaching significance
20 was a relationship between high father care and avoidant adult
21 relationship styles for the same group. This was in contrast to the adoptee
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1 group where there was a relationship between overprotection by mothers
2 and anxious adult relationship styles and approaching significance was
3 the level of mother care and anxiety, with higher mother care leading to
4 less anxious adult relationship styles.
5
6 It seems unsurprising in the light of the importance of genetic completion
7 (Sants, 1964; Triseliotis, 1973; Turner and Coyle, in press), that the
8 results for donor offspring showed a relationship between paternal
9 attachment and adult relationship styles. Research with adult donor
10 offspring (Turner and Coyle, in press) has suggested that donor offspring
11 intuitively felt that something was ‘not quite right’ in their family
12 relationships and that this, and the secrecy of their donor offspring status,
13 had led them to feel rejected, insecure and mistrustful of others in
14 adulthood. However, according to the attachment literature (Ainsworth,
15 1989; Bowlby, 1979; Brennan et al., 1991; Camelley et al., 1994; Collins
16 and Read, 1990; Feeney and Noller, 1990) an increase in father care
17 should predict more secure adult relationship styles. For donor offspring,
18 the opposite was indicated (although only approaching significance). If a
19 larger sample size replicated these findings, then it may be that for donor
20 offspring, increased father care is unwelcome because of a perceived lack
21 of sincerity in the relationship and the resultant insecurity might lead to
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1 low self-confidence and avoidance of intimacy due to fear of rejection.
2 However, donor offspring did not consistently report themselves as
3 fearful, when choosing from descriptive passages about the type of adult
4 relationship style that represented their own experience (see Figure I ). It
5 is difficult to interpret why this was so, other than to say that the sample
6 size may be too small to show conclusive results, or donor offspring were
7 reluctant to portray themselves as anything other than secure in adulthood
8 (it is easier to respond to demand characteristics when presented with four
9 clear statements about different relationship styles than when completing
10 a questionnaire with a large number of questions designed to test
11 consistency of response (ECL)).
12
13 Adoptees
14 In the adoptee group there was a relationship between maternal
15 attachment patterns and adult relationship styles, with high protection
16 scores being related to high anxiety scores; and approaching significance,
17 low maternal care predicting high anxiety. The adoption literature has
18 suggested that adoptees, like donor offspring, feel incomplete as a result
19 of not knowing their biological parents and low self-esteem (Haimes and
20 Timms, 1985; March, 1995; Stein and Hoopes, 1985; Sants, 1964;
21 Triseliotis, 1973). So for adoptees, it seems that their non-biological
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1 relationship with their mothers, not only affected their early maternal
2 attachment patterns but that these attachment patterns were then
3 transferred (Hazan et al., 1991) to their adult relationship styles. The
4 absence of a similar relationship for adoptees between early paternal
5 attachment patterns and adult relationship styles may be due to the small
6 sample. However, other variables (such as the previous emphasis placed
7 on the mother/child bond and the psychological implications of maternal
8 deprivation: Bowlby 1952) m i^it have led adoptees to be more critical of
9 maternal attachment patterns, leading to a stronger relationship with adult
10 relationship styles than for paternal attachment.
11
12 Those raised by their birthparents
13 There was no correlation between the early attachment/bonding
14 experiences of those raised by their birthparents and their adult
15 relationship styles, although they reported more secure type relationships
16 than the other two groups when asked to choose from a descriptive
17 statement. The data indicated, however, that higher mother care was
18 related to low avoidance (approaching significance). Attachment
19 literature suggests that there is a positive relationship between secure
20 attachment in childhood and secure adult relationship styles (Ainsworth,
21 1989; Bartholomew and Horowitz, 1991; Bowlby, 1979; Feeney and
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1 Noller, 1990,1991; Hazan and Shaver, 1987; 1994), however these
2 findings do not support for that view.
3
4 This may be because although those raised by their birthparents had
5 reported more secure attachments in childhood, their scores on the anxiety
6 scale were above average (as with donor offspring and adoptees)
7 suggesting more anxious adult relationship styles. Bowlby believed that
8 secure adult attachments could revise earlier-formed insecure models of
9 attachment and act against previously formed emotional vulnerabilities
10 (Camelley et al., 1994; Parker et al., 1992), so it is equally possible that
11 insecure adult attachments could revise earlier-formed secure models of
12 attachment.
13
14 Implications for counselling psychology
15 This study has indicated that both adoptee and donor offspring report
16 similar insecure attachment patterns in childhood, which have had an
17 impact on their adult type relationships, particularly in relation to the
18 impact of early maternal attachment for adoptees and early paternal
19 attachment for donor offspring and their adult relationship styles. The
20 implications for counselling and therapeutic practice are that both donor
21 offspring and adoptees may need to revisit and work through insecure
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1 maternal and paternal attachment/bonding patterns. In particular,
2 attention may need to be paid to the tendency for donor offspring and
3 adoptees to report ambivalent attachment/bonding with their mothers. As
4 we have seen, this has been correlated with neurotic depression (Parker,
5 1983). Paternal attachment was insecure, with adoptees reporting mostly
6 ‘ambivalent attachment’ and donor offspring ‘neglectful parenting’. This
7 means that counselling and therapy provision, whilst already provided for
8 adoptees through support groups such as NORCAP and through the
9 Hterature on clinical interventions with adoptees (Brodzinsky and
10 Schechter, 1990; Brodzinsky et al, 1998, Raynor, 1980), needs to be
11 equally provided for donor offspring.
12
13 It has been suggested that those who experience insecure adult
14 relationship styles and avoid close relationships could find themselves
15 isolated, experiencing angry outbursts, a lack of self-awareness and the
16 inability to form a coherent narrative about themselves (Holmes, 1993).
17 It seems, therefore, that the role of the counselling psychologist will
18 initially be to provide their adult clients with an idealized attachment
19 figure (Kohut, 1971). Holmes and Bindley (1989) have described the
20 goal of psychotherapy as ‘emotional autonomy’ i.e. provision for the
21 client to form relationships within which the individual can feel both
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1 close and independent (akin to Attachment Theory’s view of a secure
2 base, which allows the developing child to safely explore their
3 environment). Kohut’s self-psychological approach to therapy ( see
4 Siegel, 1996 ) discusses the importance of providing in therapy a secure
5 attachment figure (in the form of the therapist), who could mirror the
6 needs of the ‘unmet child’ (the adoptee/donor offspring) in the
7 ‘transferential relationship’ (the transferral of early relationship
8 experiences to the therapeutic relationship: Lemma-Wright, 1995). It is
9 through this attachment/relationship that clients could begin to reactivate
10 their earlier attachment/bonding experiences and work through with the
11 therapist any unresolved problems. In Bowlbian terms, the therapist
12 provides a secure base from which to begin to explore.
13
14 The importance of the therapeutic relationship to outcomes in therapy has
15 been well documented (Clarkson, 1995; Kohut, 1959,1981; Rogers,
16 1957,1961; Spinelli, 1994 ) and it seems particularly relevant to
17 Counselling Psychologists, if they are to meet the needs of donor
18 offspring and adoptees. ‘Attunement’ (Holmes, 1993) or ‘mirroring’,
19 both in a Kohutian sense (i.e. providing the adult with a secure attachment
20 where the therapist recognizes and meets the unconscious, unmet needs of
21 the ‘child’) and in terms of reflecting back similar body language, tone
270
1 and patterns of interaction which reflect the early mirroring of mothers
2 and their babies in secure interactions (see Brazelton and Cramer, 1991),
3 is necessary if the client is to develop a strong ‘sense of self (Stem,
4 1985). The lack of a strong identity and secure sense of self has been
5 reported in the adoption literature (Brodzinsky and Schechter 1990,
6 Brodzinsky et al., 1998) and early indications are that it may be equally
7 related to adult donor offspring (see Tumer and Coyle, in press).
8
9 The therapeutic relationship will also rely on empathy and the warmth of
10 a ‘real’ relationship, which provides the basis for a secure attachment.
11 However, just as building a strong bond in therapy is cmcial, so is the
12 breaking of the attachment at the end of therapy. This ending is seen as a
13 necessary part of the therapeutic process, with the client only being able
14 to resolve the pain of separation and loss by experiencing it in a secure
15 environment where they can experience and survive their strong negative
16 feelings towards the therapist (Winnicott, 1965). Counselling
17 Psychologist’s therefore need to be able to handle this ending with great
18 care and provide adequate containment for the strong feelings of rejection
19 that might be aimed towards them by the client.
20
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1 Finally, Holmes (1992) has also drawn attention to the importance of
2 building a narrative i.e. ‘autobiographical competence’ in re-establishing
3 security in adult relationships. This is particularly pertinent to the
4 experiences of donor offspring and adoptees whose ability to build a
5 coherent narrative about their primary relationships have been incomplete
6 and disjointed because of the unresolved pain surrounding their lack of
7 genetic relationship to one or both parents (Baran and Pannor, 1993;
8 Haimes and Timms, 1985; Stein and Hoopes, 1985; Triseliotis, 1973;
9 Tumer and Coyle, in press). Counselling Psychologists need to be aware
10 of this need and help donor offspring and adoptees to compile an
11 appropriate narrative, if individuals are to act against the insecure early
12 parental attachment pattems they have formed and restore security to their
13 adult relationship styles.
14
15 Limitations and considerations for future research in the field
16 This study has provided the first look at attachment in childhood and
17 adult relationship styles between adult donor offspring, adoptees and
18 those raised by their birthparents as remembered in the past (parental
19 relationships) and present (adult relationship styles). However, there are
20 limitations to this study, which need consideration for future research
21 purposes.
272
1 Attention has been drawn to the problems of using retrospective accounts,
2 as in the PBL It has been argued that they are likely to be less complete
3 and more likely to contain rationalizations than direct concurrent reports
4 (Gilhooly and Green, 1996). However, there is also evidence that
5 counteracts this view and argues that retrospective reports and
6 autobiographical memories are not necessarily incomplete or inaccurate
7 (e.g. Blane, 1996; Brewin et al., 1993; Neisser, 1994; Ross and Conway,
8 1986; Rubin et al., 1986; Wagenaar, 1986). It seems, therefore, that the
9 evidence is inconclusive and that it was appropriate to use retrospective
10 accounts but to be aware of the possible disadvantages.
11 The sample size, although equal across groups and therefore holding
12 importance in the use of parametric testing (Diamantopoulos and
13 Schelgelmilch, 1997), was rather small. This might have been
14 responsible for many of the results indicating a pattern or possible trend
15 but not quite gaining significance. In addition, there was a significant
16 difference in the number of donor offspring and adoptee participants who
17 had searched for their birthparents. Since more adoptees had searched, or
18 had the opportunity to search, this may have had some effect on attitudes
19 or psychological well-being. It might be beneficial for future research to
20 consider this as a covariate, along with the age at which donor offspring
21 and adoptees found out their unrelatedness to their parents.
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1 The use of the relationship questionnaire for descriptive purposes was
2 interesting but it would have been more informative if a rating had been
3 carried out with participants scoring on a 0-7 scale how they fitted into
4 each category. Future research might benefit from completing the fidler
5 version of the relationship questionnaire in order to provide more
6 statistical evidence.
7
8 Recruitment of participants was difficult and therefore donor offspring
9 and adoptee participants were found from support groups. It is possible
10 that this has resulted in a biased sample with only those who have
11 particular grievances about their birth origins being included. However,
12 there are few donor offspring who know about their donor offspring status
13 and so it is impossible to ‘tap into’ the rest of the population. Time
14 limitations made it difficult to recruit adoptees from the general
15 population but future research might benefit from obtaining permission
16 from clinics or adoption agencies to recruit a larger, more representative
17 sample. Equally, recent literature and research has done much to canvas
18 support for openness in donor insemination (Baran and Pannor, 1993,
19 Daniels and Taylor, 1993, McWhinnie, 1995, Tumer and Coyle, in press)
20 and it may soon be possible to approach clinics, in order to write to those
21 who have been brought up in openness and have reached adulthood.
274
1 Although the attachment literature has suggested a causal relationship
2 between the types of attachment and bonding made between parent and
3 child, and their adult relationship styles, this study does not conclusively
4 support that view. It merely suggests that this may be an explanation for
5 the significant correlations and any interpretations and explanations
6 between this and the adoptee and donor offspring literature needs to be
7 tentative and treated with caution.
9 Conclusion
10 Although the null hypotheses could not be rejected because the results for
11 donor offspring were mostly not significant, this study has indicated that
12 overall donor offspring and adoptees experienced more insecure parental
13 attachments and adult relationship styles than those raised by their
14 birthparents. This suggests that these hypotheses should be given further
15 consideration and that there may be a link between biological
16 unrelatedness to one or both parents, which affects attachment. This
17 would have implications for Counselling Psychologists who should
18 consider the need for donor offspring and adoptees to build secure
19 attachments in therapy and work though any emotional trauma related to
20 previously insecure attachment styles. Future studies should concentrate
275
1 on finding larger samples and gaining further research on attachment and
2 identity in adult donor offspring.
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Table VI
Group
Mother/
care
Mother/
Protect
Father/
care
Father/
Protect
Avoid­
ance
Anx­
iety
Donor Mother/care Pearson Correlation 1.000 -.350 .319 -.226 -.224 -.158
Offspring Sig. (2-tailed) .184 .228 .400 .400 .558
N 16 16 16 16 16 16
Mother/Protect Pearson Correlation -.350 1.000 **-.632 .355 .078 .154
Sig. (2-tailed) .184 .009 .177 .773 .570
N 16 16 16 16 16 16
Father/care Pearson Correlation .319 **-.632 1.000 -.024 .440 .168
Sig. (2-tailed) .228 .009 .931 .088 .534
N 16 16 16 16 16 16
Father/Protect Pearson Correlation -.226 .355 -.024 1.000 .326 *.596
Sig. (2-tailed) .400 .177 .931 - .218 .015
N 16 16 16 16 16 16
Avoidance Pearson Correlation -.226 .355 -.024 1.000 .328 *.518
Sig. (2-tailed) .400 .177 .931 - .218 .040
N 16 16 16 16 16 16
Anxiety Pearson Correlation -.158 .154 .168 *.596 *.518 1.000
Sig. (2-tailed) .558 .570 .534 .015 .040
N ■ 16 16 16 16 16 16
Adoptees Mother/care Pearson Correlation 1.000 **-.672 .248 -.455 .126 -.430
Sig. (2-tailed) - .004 .353 .076 .642 .097
N 16 16 16 16 16 16
Mother/Protect Pearson Correlation **-.611 1.000 -.369 **.783 .180 *.499
Sig. (2-tailed) .004 .160 .000 .504 .049
N 16 16 16 16 16 16
Father/care Pearson Correlation .248 -.369 1.000 -.475 .105 -.204
Sig. (2-tailed) .353 .160 .063 .700 .449
N 16 16 16 16 16 16
Father/Protect Pearson Correlation -.455 **.783 -.475 1.000 -.077 .300
Sig. (2-tailed) .076 .000 .063 .776 .259
N 16 16 16 16 16 16
Avoidance Pearson Correlation .126 .180 .105 -.077 1.000 .178
Sig. (2-tailed) .642 .504 .700 .776 .510
N 16 16 16 16 16 16
Anxietv Pearson Correlation -.430 *.499 -.204 .300 .178 1.000
Sig. (2-tailed) .097 .049 .449 .259 .510
N 16 16 16 16 16 16
Raised by Mother/care Pearson Correlation 1.000 -.196 **.628 -.350 -.428 -.325
Birth­ Sig. (2-tailed) .466 .009 .184 .098 .219
parents N 16 16 16 16 16 16
Mother/Protect Pearson Correlation -.196 1.000 *-.614 *.545 .175 .193
Sig. (2-tailed) .466 .011 .029 .518 .474
N 16 16 16 16 16 16
Father/care Pearson Correlation **.628 *-.614 1.000 *♦-.714 -.216 -.090
Sig. (2-tailed) .009 .011 .002 .421 .741
N 16 16 16 16 16 16
Father/Protect Pearson Correlation -.350 *.545 **..714 1.000 .335 .137
Sig. (2-tailed) .184 .029 .002 .204 .614
N 16 16 16 16 16 16
Avoidance Pearson Correlation -.428 .175 -.216 .335 1.000 *627
Sig. (2-tailed) .098 .518 .421 .204 .009
N 16 16 16 16 16 16
Anxiety Pearson Correlation -.325 .193 -.090 .137 **.627 1.000
Sig. (2-tailed) .219 .474 .741 .614 .009
N 16 16 16 16 16 16
, Correlation is significant at the 0.05 level (2-tailed)
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Facsimile
+44 (0)1483 300803
School of
Human
Sciences
INFORMATION SHEET (Appendix H)
I Please read these instructions carefully.
I Please check first that you have all the following attachments enclosed:I
i
I 1) Introductory Letter
I  2) Parental Bonding Instrument (PBI) -  Two copies ( 1 Page for each) 
j 3) Relationship (Questionnaire (RQ) -  Pages 1 and 2 
: 4) Experiences in Close Relationships Inventory (ECL) -  1 Page 
5) Demographic Questionnaire 
I 6) Consent Form 
! 7) Stamped Addressed Envelope 
i
I Please read and sign the consent form before completing the questionnaires.
It would be helpful if  you could find a quiet space for a maximum of about one-hour, 
during which time you will not be disturbed. You will need a pen and something to 
rest on. You should complete each questionnaire in the following order:
1) PBI (Mother and Father)
2)RQ )
3) ECL )
4) Demographic Questionnaire)
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Please make sure vou read each questionnaire carefully. The full instructions are to be 
found at the top o f the page for each questionnaire. Please note however that the PBI 
requires you to answer the same questions twice but on different sheets, once for your 
mother and then again for your father. In addition, please remember that the RQ has 
two separate sheets that need to be filled in. Please make sure you answer all the 
questions on each questionnaire.
When the questionnaires are completed, please pin them together and place them 
together with the consent form in the stamped addressed envelope provided. Please 
could you complete and return the questionnaires as soon as possible but no later than 
four weeks after receipt.
If you have any further questions or queries please do not hesitate to contact me either 
by email: amandaitmner^^btintemetcom or by telephone on 0 1 8 9 2  5 3 7 0 5 9 .
AJT/Feb 2000
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University 
of Surrey
Guildford
Surrey GU2 5XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
School of
Human
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CONSENT FORM (Appendix IQ)
I the undersigned voluntarily agree to take part in the study on Attachments Past and 
Present ’  -  A Quantitative Study comparing attachments in donor offspring, adoptees 
and those raised by both biological parents.
I am currently 16 years o f age or over.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigator o f the nature, purpose, location and likely duration o f  
the study, and o f what I will be expected to do. I have been given the opportunity to 
ask questions on all aspects o f the study and have understood the advice and 
information given as a result.
I understand that all documentation held on a volunteer is in the strictest confidence 
and complies with the UK Data Protection Act (1984). I agree that I will not seek to 
restrict the use o f the results o f the study on the understanding that my anonymity is 
preserved.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions and restrictions o f the study.
Name o f volunteer 
(BLOCK CAPITALS)
Signed
Date
If under the age of 18, consent is required by your guardian:
Name o f  guardian .......... ................................................
(BLOCK CAPITALS)
Parent/Guardian/Other............ ..........................................................
(Please specify)
Date .........................................................
Name o f Investigator 
(BLOCK CAPITALS)
Signed
Date
v-^  \ \v
P B I
nalelMak Parent Form: This questionnaire lists various attitudes and behaviors of parents. As 
I remember your MOTHER/FATHER in your first 16 years would you place a check in the most 
>ropriate brackets next to each question.
Very Moderately Modwately Very
like like unlike unlike
Spoke to me with a warm and
Mendly voice (  V < ) (  )  { )
Did not help me as much as I
needed (  ) (  ) (  )  (  )
Let me do those things I liked doing (  ) ( ) O  C )
Seemed emotionally cold to me (  ) (  ) ( )  ( )
Speared to understand my problems
(  )and worries (  ) (  )  { >
Was afkctionate to me (  ) { :) (  )  (  )
Liked me to make my own decisions (  ) (  ) (  ) (  )
Did not want me to grow up (  ■) (  ) {  .' (  )
Tried to control everything I did (  ■> ( 1 (  )  (  )
hivaded my privacy (  ) (  ) O  (  )
Enjoyed talldng tUngs over with me (  ) (  ) (  )  (  )
Frequently smiled at me { ) (  ) (  )  (  )
Tended to baby me (  ) (  ) (  )  (  )
Did not seem to understand what I
needed or wanted ( ) (  ) (  )  (  )
Let me decide things for myseif (  ) (  ^ (  1  (  )
hW e me feel I wasn't wanted (  ) ( ) (  ■) (  )
Could make me fee! better when I
wasiçset (  ) (  ) (  )  (  )
Did not talk with me very much (  ) (  ) (  )  { )
Tried to make me dependent on
her/him C ) (  ) (  )  (  )
Felt I could not look aAo" myself
C )unless she/he was around (  ) ( 3  (  )
Gave me as mudi freedom as I
wanted (  ) (  ) V )  C )
. Ltt me go out as often as I wanted (  ) (  '< C )  (  ■)
. Was overprotectlve of me (  ) f  ) (  )  (  )
■ Did not praise me (  ) (  ) (  )  (  )
. Let me &ess in any way I pleased (  ) (  1 (  )  C ' )
edical Psychology, 1979, 52,1-10.
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RELATIONSHIP QUESTIONNAIRE
PLEASE READ THE DIRECTIONS!
1. Following are descriptions of four general relationship styles that people often report.
Please read each  description and CIRCLE the letter corresponding to the style that best 
describes you or is closest io the way you generally are  in your close relationships.
A. It is easy for me to become emotionally close to others. I am comfortable 
depending on them and having them depend on me. I don’t worry about 
being alone or having others not accept me.
B. I am uncomfortable getting close to others. I want emotionally close 
relationships, but I find it difficult to trust others completely, or to depend on 
them. I worry that I will be hurt if I allow myself to become too close to others.
C. I want to be completely emotionally intimate with others, but I often find 
that others are reluctant to get as close as I would like. I am uncomfortable 
being without close relationships, but I sometimes worry that others don't 
value me as much as I value them.
D. I am comfortable without close emotional relationships. It is very important 
to me to feel independent and self-sufficient, and I prefer not to depend on 
others or have others depend on me.
3^1
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experiences in Close Relationships Inventory
he following statements concern how you feel in romantic relationships. We are interested in how you generally 
sperience relationships, not just in what is happening in a current relationship. Respond to each statement by 
idicating how much you agree or disagree with it  Write the number in the space provided, using the following 
iting scale:
1 1 1 2  1 3 II 4 5 1 6 1  ’
t o a g r e e j
\S tr o n g !y \ 1
'^Neutral/^^ 1 A g r e e  
\S tro n g ly
_______—
II M ix e d  1} 1
 1 .1 prefer not to show a partner how I feel deep down.
 2 .1 worry about being abandoned.
 3-1 am very comfortable being close to romantic partners.
 4 .1  worry a lot about my relationships.
 5. Just when my partner starts to get close to me I find myself pulling away.
 6 .1 worry that romantic partners won’t care about me as much as I care about them.
 7 .1 get uncomfortable when a romantic partner wants to be very close.
 8 .1 worry a fair amount about losing my partner.
 9 .1 don’t feel comfortable opening up to romantic partners.
 10 .1 often wish that my partners feelings for me were as strong as ray feelings for him/her.
 11.1 want to get close to my partner, but I keep pulling back.
 12 .1 often want to merge completely with romantic partners, and this sometimes scares them
iway.
 13 .1 am nervous when partners get too close to me.
 14.1 worry about being alone.
 15-1 feel comfortable sharing my private thoughts and feelings with my partner,
 16. My desire to be very close sometimes scares people away.
 17.1 try to avoid getting too close to my partner.
 18.1 need a lot o f reassurance that I am loved by my partner.
 19 .1 find it relatively easy to get close to my partner.
 20. Sometimes I feel that I force my partners to show more feeling, more commitment.
 2 1 . 1 find it difBcult to allow myself to depend on romantic partners.
 2 2 .1 do not often worry about being abandoned.
 2 3 .1 prefer not to be too close to romantic partners.
 24. If I can’t get my partner to show interest in me, I get upset or angry.
 2 5 .1 tell my partner just about everything.
 2 6 . 1 find that my partner(s) don’t want to get as close as I would like.
 2 7 .1 usually discuss my problems and concerns with my partner.
_  28. When Tm not involved in a relationship, I feel somewhat anxious and insecure.
 2 9 .1 feel comfortable depending on romantic partners.
 3 0 .1 get frustrated when my partner is not around as much as I would like.
 31.1 don't mind asking romantic partners for comfort, advice, or help.
 3 2 .1 get firustrated if  romantic partners are not available when I need them.
 33. It helps to turn to my romantic partner in times o f need.
 34. When romantic partners disapprove o f me, I feel really bad about myself.
 3 5 .1 turn to my partner for many things, including comfort and reassurance.
 3 6 .1 resent it when my partner spends time away from me.
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BACKGROUND INFORM ATION (Appendix VIT)
^Attachments Past andPresenf -A  quantitative study comparing attachments in 
donor offsprine, adoptees and those raised by both hiolosical parents.
To begin with, I would like to get some background information about you to see 
whether there are any similarities or commonalities amongst participants.
The information that you give here will never be used to identify you in any way 
because this research is entirely confidential. However, i f  you do not want to answer 
some o f these questions, please do not feel that you have to.
1. Are you male or female? Male  Female
2. How old are you? ................years.
3. What is your occupation?.............................................
4. What is your highest educational qualification? ......
5. What is your ethnic origin?
White......................... Black African
Black-Caribbean................  Pakistani.......
Bangladeshi................  Chinese.........
Other....................
(Please specify)
6. What is your Nationality (e.g. British, American)?...........................................
7. What is your country o f residence?.......................................... . .........................
8. Please indicate which o f the following describe you best:
a) l a m a  Donor Offspring.................................
(Those conceived by donor insemination using donor sperm and raised by their biological mother
and non-biological father)
b) I am an Adoptee..............................
(Those given up for adoption by their birthparents and raised by their adoptive parents, who are
not biologically connected to them)
c) I was raised by my birthparents..................
(Those raised by their biological mother and father)
d) Other............
(Please specify)
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IF YOU WERE RAISED BY YOUR BIOLOGICAL PARENTS, PLEASE 
PROCEED TO QUESTION 10.
9) What age were you when you were first told that you were a donor 
offspring/adoptee?.......................... years.
10) Are you currently in a close romantic relationship with a partner?
Yes........... N o .........
11) If NO, have you ever had a close romantic relationship with a partner?
Yes  N o.........
W  YOU%ERE RAISED BY YOUR BIOLOGICAL PARENTS, PLEASE 
PROCEED TO THE END.
12) If you are a donor offspring have you ever searched for your donor father?
Yes...........N o .........
13) If you are an adoptee have you ever searched for your birthparents?
Yes  N o  .
THANK YOU FOR YOUR CO-OPERATION
Unis VxvL
15 March 2000
Ms A J Turner 
Department o f  Psychology 
University o f  Surrey
University 
of Surrey
Guildford
Surrey GU2 5XH, UK
Téléphona
+44 (0)1483 300600
Facsimifg
+44(0)1483 873811
Registry
Dear Ms Turner
^Attftchmcnfe Past and Present* -  A Quantitative study icomparing attachnifents
iiLdonor ofTspiing. adoptees and those raised bv both biclogical parents 
fACE/20QQ/17/P5vchI
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are observed and that the following condition 
is met>
•  The Letter to Participants is corrected (please see attached copy).
The letter o f approval relates only to the study specified in your research protocol 
(ACE/200Q/17/Psych). The Committee should be notified o f any changes to the 
proposal, any adverse reactions and if  the study is terminated earlier than expected 
(with reasons). I enclose a copy of the Ethics Guidelines for your information.
Date o f approval by the Advisory Committee on Ethics: 15 March 2000
Date o f  expiry o f Advisory Committee on Ethics approval : 14 March 2005
Please inform me when the research has been completed.
Yours sincerely
LIN'A
r P1U26J
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics 
Registry
cc: Professor L J King, Chairman, ACE
M rR praghi-Loreoi, Principal Investigator, Dept o f Psychology
Enc
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A LIST OF PUBLISHED PAPERS AND CONFERENCE 
PAPERS
Publications:
‘What does it mean to be a donor offspring? The identity 
experiences of adults conceived by donor insemination and the 
implications for psychotherapeutic and counselling practice’. A. J. 
Turner and A. Coyle (in press). Human Reproduction, September, 
2000. (See Year Two Empirical Study pp. 144-185)
Conference Paper:
‘The forgotten people -  Who are donor offspring and how might 
they present within clinical practice?’ Paper presented at the 
Division of Counselling Psychology Conference, May, 2000, 
Liverpool.
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The Forgotten People -  Who are donor offspring and how might they 
present within clinical practice?
This presentation focuses on alerting others to a group of people who are 
not often recognised in clinical practice because they are unaware of their 
own status i.e. their status as donor offspring. This paper provides 
background information about the practice of donor insemination and 
then goes on to explain why donor offspring are unaware of their unusual 
conception. Drawing on my own research (Turner & Coyle, in press) I 
will discuss the types of psychological problems that donor offspring 
report experiencing in relation to their identity pre and post disclosure 
and how we, as scientist practitioners can draw on this evidence to inform 
our therapeutic practice. As an integrative therapist I have drawn on a 
number of theoretical models of therapy to help me elucidate and explain 
therapeutic intervention.
Donor offspring are those people who have been conceived by donor 
insemination i.e. the impregnation of the mother with donor sperm; or, 
more recently, donor eggs mixed with the father’s sperm. The practice of 
donor insemination was first successfully reported by the British 
physician John Hunter in the late 18^ century (Morawski, 1998) but it 
was not until the 1940s that it became regularly practised. There are now 
101 centres practising donor insemination in Britain alone, and in a one- 
year period from April 1995 -  1996 there were 1,688 live births recorded 
as a result of donor insemination (HFEA: Human Fertilisation 
Embryology Authority, 1997). If we consider that it is likely that similar 
numbers of children were being conceived during the 60’s 70’s and 80’s 
that means that there are at least 30 -  40,000 adults in Britain who are
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donor offspring. Of course there are likely to be more than that because 
many donor offspring were conceived during the 40’s and 50’s but record 
keeping was sketchy and many physicians destroyed their records when 
they retired. However currently, the Donor Insemination Support 
Network in Britain only knows of about ten adults conceived by donor 
insemination in the UK.
So where are the other thousands of donor offspring?
Well, it seems that the majority of them will be unaware that they are 
donor offspring because of the secrecy surrounding the practice of donor 
insemination. Secrecy evolved during the 1940s when DI (that s an 
abbreviation for donor insemination) was on the borders of legaUty. The 
church had outlawed the practice, equating DI with adultery and claiming 
that donor offspring were illegitimate (Leader, 1993). The mechanics of 
donor insemination were considered distasteful and women were reported 
as being fiUed with disgust and guilt by the process (Morawski, 1998). 
Gradually, the arguments moved away from illegitimacy and adultery. 
They now range from the need to protect men from the stigma of 
infertiUty (Daniels & Taylor, 1993) and children from the shock of 
discovery -  to the needs of the donor and the medical profession to be 
protected from legal claims (Morawski, 1998). Physicians even 
suggested mixing donor sperm with that of the social father’s, so that he 
could beUeve that the child was biologically his ^ o c k  & Maier, 1991).
Secrecy has continued into the 1990’s with parents still being concerned 
about the possible stigmatization of the child, male mfertility still being 
equated with viriUty and fears that the child, if told, would reject the
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social father (Snowden et al., 1983). In addition, there are also concerns 
about telling the child because of the lack of identifying information 
available about the donor (Daniels & Taylor, 1993; McWhinnie, 1995).
It was only in 1991 that the Human Fertilization and Embryology 
Authority was set up in order to regulate the practice of donor 
msemination and records are now held. However, donor offspring are 
only entitled to obtain non-identifying formation about their donor and of 
course this will only happen if they are aware of their status as donor 
offspring.
However, there is a continuing silence from adult donor offspring 
suggesting that most of them are still unaware of their DI status. So what 
implications might this have for their identity? Are they bUssfully 
unaware? ‘Secrecy’, it has been argued by physicians, is a means of 
protecting donor ofispring from any psychological damage (Morawski, 
1998). Indeed Seymour & Koemer (1936, p. 1533), two doctors who 
provided the first coherent prognosis about the mental health of a DI 
child, suggested that disclosing would render the child so psychologically 
impaired that, and I  quote, “An inferiority complex would be set up with 
a root that psychoanalysis could not destroy and the child’s 
maladjustment to society would result.” A frightening prospect! It’s no 
wonder that recipients of donor sperm have been reluctant to be open 
within their donor offspring families.
So, has secrecy protected donor offspring from psychological problems? 
Is it only as a result of disclosure that they might experience 
psychological diflBculties? In a recent study 1 conducted with Adrian 
Coyle at the University of Surrey into the identify experiences of adult
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donor offspring (Turner & Coyle, in press), participants reported a 
number of experiences that had psychological implications for their sense 
of self within the family pre- disclosure i.e. before they were told that 
they were donor offspring.
The main psychological implication was that participants felt as though 
they did not belong within their families. Rachel’s account illustrates the 
view of many others:
I always felt like I didn’t belong with these people - 1 searched for 
evidence of my ‘adoption’ for many years as a child.... It [the 
withholding of information] created a ‘shroud of secrecy’ and a 
‘sense of shame’ about something I could sense, but of what I had 
no real knowledge - 1 always had suspected something wasn’t 
‘kosher’ -  but didn’t know what it was -  there’s no way my sense 
of self esteem could not have been damaged by that experience.
As in Rachel’s account, it seemed that many participants knew that 
something was not right but often they couldn’t say why. Although 
unable to substantiate their feelings about not belonging, they reported 
powerful instincts about this. Sometimes the reports centred on feelings 
of rejection. Peter said:
The tragic irony [of maintaining secrecy within the family] was the sense 
of rejection I sensed fi'om him [his father] that there was something 
wrong with me that made him seem so distant from me.
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others talked about unusual parental behaviour. Verity said:
My parents are Dutch and whenever something came on TV about 
DI they would talk Dutch and even when I was sick mum would go 
in to see the Doctor before me. I would always ask but she would 
always respond with mind your own business. It was my business.
It seems that Verity felt excluded by her parents and that this gave her the 
sense that something was being withheld from her. Others just couldn’t 
make sense of themselves in terms of their physical characteristics or 
intellectual ability as Phoebe explains:
It is totally impossible [to describe me within the family] I don’t 
look or act like anyone. My mother and sister are both tall and my 
father was gigantic. I am petite. My sister and I both felt different 
from our parents. We were reading Sartre while my mother read 
D ^ielle Steele. My mother was smart, but not intellectual.
Phoebe also thought that her mother had had an affair, after a biology 
lesson at school testing blood types showed that her blood type could not 
possibly make sense if both her parents were biologically related to her.
The ramifications of secrecy within the family equally took its toll on 
other family members. Participants reported an imbalance in the parental 
marital relationship and unusual family dynamics generally. Hazel’s 
account captured both of these themes:
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I always felt that someday I should try to understand why my 
relationship with my mother is so weird. I never did, of course. I 
think that the relationship was always poor because of the secret. 
My mother ran the household and my dad was the meek mild 
mannered provider. My mother always seemed to be holding 
something over on us not that we knew what it was.
It seems that the main themes preoccupying these participants are: ‘not 
belonging’, ‘knowing that something is not right’, ‘rejection’ and 
‘unusual family dynamics’. It is clear, therefore, that pre-disclosure these 
donor offspring were experiencing psychological insecurities, low self- 
esteem and a negative distinctiveness i.e. feeling themselves to be 
different in a way which was not very positive, resulting in a likely threat 
to their identities (Breakwell, 1986,1992,1996).
It is possible, therefore, that donor offspring have presented for therapy 
but that we as clinicians have not been aware of what their narratives 
might mean or have perhaps attributed them to other causes, such as 
adoption, or questions about parentage because of extra marital 
relationships. As therapists, therefore, we should recognize the dangers 
of making assumptions about what clients’ underlying problems are. We 
should perhaps consider the limitations of asking client’s to provide 
evidence for their beliefs when there is none to be had and pay closer 
attention to the transpersonal element (Clarkson, 1995) in clients’ reports 
such as intuitive feelings about relationships.
So it seems that for these donor offspring, secrecy resulted in insecurities 
about themselves and themselves in their family relationships. It is
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possible that this may impact on their adult relationships and the ways in 
which they accommodate-assimilate their DI status post-disclosure.
Certainly, adoption literature (a related field because of the raising of 
children in families where there is no biological connection), has 
suggested that disclosing in childhood within a loving environment 
facilitates accommodation-assimilation of the information at a time when 
children are not over-analytical and reflective (Brodzinsky & Schechter, 
1990). This does not mitigate against there being problems during later 
stages of development. However, it does provide the child with a secure 
and trusting base from which they can negotiate the subsequent impact of 
adoption, i.e. the realization in adolescence that being related by blood 
has great value within our society. Most of the participants in my study 
did not report a secure base as a result of the hidden clues they picked up 
about something, which they couldn’t explain. So what affect did secrecy 
and subsequent disclosure in adulthood have on them and what are the 
implications for therapeutic practice?
Initially they reported immense shock. Imogen recounted:
Part of me was shaken and profoundly shocked. The only way I 
can describe it is that it was like a trap door opening up under my 
feet- but in my heart. On the one hand, it was immensely 
liberating, and on the other, it meant the loss of the “bottom” of my 
world and all the familiar parameters.
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And Hazel said:
In the following weeks I began to question my existence.
It seems that the new incoming information about their status as donor 
offspring produced an immense shock to their ‘fam iliar parameters’ and 
was perhaps indicative of genetic discontinuity i.e. a disruption to their 
continuity of identity as biological products of both parents.
This then resulted in many participants questioning their previous identity 
within the family. Sarah said:
I felt my entire life was based on a lie.
And Eileen said:
The withholding of information by my parents led to mistrust of 
them [her parents].
These feelings of mistrust within the family and ‘life as a lie’ were 
themes that ran throughout the participants’ accounts.
This may have important implications for the therapeutic context. It may 
be that because of an inability to trust within their own families, this may 
be transferred to other relationships. I was made acutely aware of this 
lack of trust when carrying out the study, with many participants being 
wary of my motives and credentials as a psychologist and researcher. If 
this is representative, then this might affect the therapeutic relationship 
and an awareness of and attendance to the transference might be crucial
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to the success of therapy. In addition, it might be necessary to create 
clear boundaries and maintain the frame if clients are to be contained and 
feel safe enough to confront the underlying traumas in their familial 
relationships (Smith, 1991).
The second major theme that ran throughout the study was the need to 
know their genetic origins. It seemed that participants reported a need to 
be genetically mirrored. Rachel said:
I needed to know whose face I was looking at in the mirror - 1 
needed to know who I was and how I came to be -  it was a very 
primal and unrelenting force, which propelled the search [for my 
donor father] and it was inescapable and undeniable.
This ‘need to know’ their genetic history, led to other common themes. 
‘Fantasy’ and ‘Loss’ were two themes that were closely linked. It 
seemed that fantasy acted as a coping strategy from a threat to identity 
that might be incurred as a result of the loss of a biological father and 
genetic information. For example Michael said:
Maybe it [the donor] was a duke or something. Or Dirk Bogarde. 
Or Alan Turing.
It seems that in the absence of a ‘real’ relationship with their donor 
fathers these donor offspring were perhaps using their fantasies to 
temporarily escape from reality, thus blocking a potential threat to their 
identities (Breakwell, 1986). Even when the fantasies were negative they 
were then compartmentalised as unlikely, so protecting identity.
317
This Toss’ of a ‘real’ relationship was reported frequently throughout the 
data. As Eileen said:
I feel such a loss [from not knowing my donor father]. I have such 
a big well of grief inside myself.
And Felicity said:
As I grew older, feelings of “loss” were added to the mix. I will 
never know my biological father, what kind of person he was or 
what his interests were, what half of my medical background is or 
half of my heritage. Also I may have half-siblings I will never 
know.
As Counselling Psychologists we need to be aware that these fantasies act 
as defence mechanisms or coping strategies that protect donor offspring 
from frilly acknowledging the loss they are experiencing as a result of an 
incomplete genetic history and the absence of a biological father. If 
these donor offspring are in any way typical, then therapists need to be 
careful not to dismantle their clients’ fantasies too quickly or a rapid 
fragmentation (Kohut, 1957) of selfridentity might occur. Only when the 
therapeutic relationship has been firmly established can clients be 
encouraged to lower their defences/or explore their coping strategies and 
work through their unresolved traumas in early relationships/or reframe 
their beliefs about the loss, grief and abandonment they are experiencing. 
In so doing, it is hoped that donor offspring will find meaning for 
themselves within their genetic context.
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The final theme I would like to draw on is one that has particular 
relevance to the therapeutic context. Most participants reported ‘a need 
to be understood’. This was an overriding theme, which was evident 
across most accounts. Whether talking about their experiences of 
searching for their donors, their attitudes towards the medical profession, 
how they perceived others’ attitudes towards them or the need to talk 
about their experiences, most participants expressed some concern that 
their needs were not being met or recognized. Eileen expressed the view 
of many others when she said:
I think that it is important to talk about the DI and my experiences.
I have never been able to talk about my experiences in such great 
detail before [taking part in this study]. This is very gratifying and 
healing for me, to know that someone honours this experience I’ve 
been through. Most people say, “what’s the big deal, it’s not 
important.” But I know that it has and still does affect me greatly.
It seems that Eileen needed a ‘significant other’ i.e. someone who would 
‘honour’ her experience, before she could fully recount her story of being 
a donor offspring. This lack of social validation of her experiences often 
affected participants’ perception of their ability to take action in their 
search for their donor fathers. Phoebe said:
I have given a lot of thought to why [I said that] this search may 
seem to be pathetic. I think the response is not that I feel that it is 
pathetic, but that ‘society’ views the whole search idea as pathetic. 
People don’t acknowledge a need/right to know traits, history, or
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even realize that their sense of identity might be tied up with their 
family history, or family stories, or remembrances about a person.
This data provides clear implications for us as Counselling Psychologists 
and highlights one of the basic underpinnings of our practice -  the 
fundamental importance of the therapeutic relationship for positive 
outcomes (Clarkson, 1995, Spinelli, 1996). It seems in order to establish 
a good therapeutic relationship, it will be necessaiy to maintain positive 
regard and a genuine acceptance of the ways in which the donor offspring 
in this study felt little social worth and validation from others and became 
unable to search for their donor fathers. The inability to take efficacious 
action and the resultant lowering of self-worth/self esteem is liable to 
have resulted in a threat to identity (Breakwell, 1986, 1992,1996). It is 
the re-building of these principles through validation and empowerment 
in a reparative transferential relationship (Clarkson, 1995) that needs to 
be addressed in therapy. It will be necessaiy therefore to provide a secure 
base for these clients and maintain the therapeutic frame through clear 
contracting and boundaries. In addition, the lack of outlets for talking 
about DI, largely as a result of secrecy and the lack of understanding by 
others means that those who know about their DI conception might turn 
to therapists as the ‘significant other’.
In conclusion therefore, this paper suggests that in therapy with donor 
offspring the establishment of the therapeutic relationship will be 
dependent on positive regard i.e. a genuine acceptance of the meaning 
that clients have of their identity as donor offspring. Attention to the 
transference and the importance of providing a trusting relationship with 
clear boundaries is essential and the role of the relationship as the
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‘significant other’ needs to be addressed. Only then, will the therapist be 
able to work through the loss and grief that donor ofifepring reported, 
providing narratives within which they can find meaning within their 
genetic context. It is hoped that this will lead to restoration of self-esteem 
and self-worth and a sense of their own agency and identity as donor 
offspring.
Although further studies need to be conducted, my research seemed to 
indicate that there may be a connection between the types of relationships 
established pre-disclosure (i.e. during childhood) and those in adulthood 
post-disclosure; and this is something I hope to explore in my research 
this year.
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